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Dr. Jack and, I believe I should say, fellow 
Americans, it is a privilege for me to be here with 
this group of doctors and their wives and, I pre- 
sume, many others who are interested in the 
health field. I always find it easy to talk to a 
group like this. Incidentally, I attended the Auxil- 
iary’s luncheon, and one of the themes that I 
heard before I had to leave there was the plight 
of the doctor’s wife. Somehow, I got to wonder- 
ing if that was peculiar to the medical profession 
because I had heard some of the complaints my- 
self. One thing in particular, I recall. About a 
month ago my wife showed me a clipping from 
the newspaper which said that behind every 
smart man is a woman at home who keeps tell- 
ing him how stupid he is. 

My subject is the development of our health 
here in the United States. It is a subject that 
might cause you to wonder why a politician should 
be discussing it with those of you who know so 
much more about it, being in the medical profes- 
sion. Perhaps the answer is this: As we all know, 
when we get too deeply involved in our own field, 
we sometimes lose sight of its relationship to 
other fields—the old expression that you lose 
sight of the forest because of the trees. Now, 
whether that is so or not, my observations will 
be made from the standpoint of one who has ob- 
served the field of health, the field that you are 
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particularly concerned with, as it relates to many 
other fields, in particular how it fits into our 
over-all economy. 

Certainly this, I think, I can state—and I 
think that the doctors throughout the country are 
aware this is so—that the future of health, the 
advancement in the field of health for our people 
in the United States, now is directly affected by 
what is or is not done through the governmental 
sector. And, I want to address myself somewhat 
to that. 

Back about 400 B.C., the Greek civilization 
had reached an age we now call the Golden Age, 
from which we derive inspiration today because 
of the wisdom of the people in that society. I 
want to read a quotation from Thucydides, who 
was one of the great Greek scholars: ‘An island 
of relative affluence and political freedom in a 
sea of slaves and savages tends to succumb to 
the poisons in the sullied air even if it escapes 
the swords and arrows of the barbarians.” Of 
course, Thucydides was referring to the fact that 
Athens in its Golden Age was this island, where, 
indeed, there were political freedom and relative 
affluence, but outside of her borders there existed 
seas, extending beyond any man’s vision, of bar- 
barism where there was not political freedom 
and where there was not affluence. This quota- 
tion, incidentally, was used in a book which I just 


finished reading— a very recent book by John 


Scott, who is assistant to the publisher of Time 
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Magazine. The title of the book is ‘Democracy Is 
Not Enough,” and he is referring to the areas 
throughout the world, the seas where there is not 
this relative affluence and, certainly, there is not 
this political freedom. I think we well might pay 
attention to what poisons are in the air if we are 
going to preserve this little island—not so large 
an island when we consider the population, al- 
though we are now up to 180,000,000. This small 
island exists amid the masses throughout the 
world where there are not this relative affluence 
and this political freedom. 


The Issue of Political Freedom 


The first topic to which I would pay attention 
is this very issue of political freedom because 
other wise scholars from later days, I might say, 
not of Athens but of our early heritage in this 
country, only a meager, less than 200 years old, 
made the statement that liberty is attained only 
at the price of eternal vigilance. Or, as Thomas 
Jefferson said, “You cannot have a representative 
form of Government unless your people are edu- 
cated.” Or, as others have pointed out, if the 
people do not partake of their government, you 
can lose government of, by and for the people 
quite simply—by the people not paying attention. 
It will remain government for the poeple to some 
length—a longer time—but, when we abandon 
government by the people, I can assure you 
that government for the people soon goes down 
the drain. This relates to another question of to- 
day. I say this as one who has been in politics for 
a while, who are the people—who are the people? 

From a politician’s standpoint, the people are 
only those who are politically active, and therein 
lies an interesting thing. Who are politically active 
today? What is their attitude toward the defini- 
tion of “Who are the people?” What is their idea 
of “What is citizenship?” Is citizenship simply a 
matter of government of, by and for the citizens? 
Or does the word “people” extend beyond those 
who have entrusted to them for a short period of 
time this precious right of voting and determining 
the destiny of a society? I say when one analyzes 

what “the people” includes, one, of course, real- 
izes that it includes many, many people who can- 
not vote. So, citizenship is a trusteeship for those 
who do .ot have the vote. Everyone under 21 
years of ag cannot vote. Many of our older peo- 
ple, long sinc> no longer active in our society’s 
welfare but once part of the warp and woof of 
the active society, cannot vote. And, certainly, 
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future generations cannot vote. So, I say, citizen- 
ship is a trusteeship. 


We come back again to the point from a 
politician’s standpoint—Who are the people? They 
are the people who are politically active. It is 
interesting to me today to notice that the group 
that is organized, the most efficient one, for politi- 
cal action is the group that is undertaking, in any 
way it can, to see that other groups do not get or- 
ganized for political action as well. I am referring 
now to the COPE—the Committee on Political 
Education of the AFL-CIO, formerly the PAC— 
or the Political Action Committee of the AFL- 
CIO. This group is organized for political action 
and it undertakes action to see to it that any other 
group that might undertake to become organized 
for political action is discouraged from doing so. 


Lest there be any question about that, I wish 
some of you would read, and many of you already 
have, the testimony before the Ways and Means 
Committee last July when we had under disc us-- 
sion in public hearings the Forand Bill. I refe’ in 
particular to the testimony and the interrogai on 
of the representatives of the AFL-CIO, an I 
might say of Congressman Forand himself w.ien 
the representatives of the American Medical As- 
sociation were testifying. It caused me to raise 
the question for these gentlemen: Just what was 
their idea of smearing the medical profession and 
insinuating that if the medical profession organ- 
ized for political action, it was doing something 
sinister and something improper? Indeed, my 
attitude is that I want to encourage every group 
that I can think of to become organized for politi- 
cal action. When Jimmy Hoffa and Harold Gib- 
bons and Sydney Zagri—the three top men of 
the Teamsters Union, two of whom are living in 
my district and I represent them—said that they 
were going to purge me and purge some of my 
colleagues who dared to vote for the Landrum- 
Griffin Labor Reform Bill, many of my colleagues 
took exception to that. They also took exception 
to what Jim Carey, head of the International 
Electrical Workers Union, had to say when he 
remarked that he was going to do what he could 
to purge us. 


My answer was not that of my colleagues at 
all, and herein lies the very basic message, I be- 
lieve. My answer was, “I think you are doing just 
what you should do, Mr. Hoffa and Mr. Carey. 
You should organize to eliminate Congressmen 
like myself if you believe that we are not acting 
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in the interest of the United States as a whole 
and we are doing something detrimental to your 
organization. I urge you to organize, but at the 
same time I urge every other group of citizens 
to organize as well so that we can have real democ- 
racy int this country, so that the decision, when 
it is made, will not be made as the result of just 
one group that has learned to become politically 
active.” 

That is the situation to a large degree in 
politics today. Many people say: “Oh well, the 
Congress of the United States! Look at it. It has 
no intestinal fortitude.” I have said it myself on 
the floor of the House about certain issues, and I 
feel it deeply on many issues. But, I remember 
one thing, and this is what our people should re- 
member, too; if they do not like the looks of the 
Congress, remember that the Congress in essence 
is no more than a mirror that reflects back the 
image of the people who have taken part in politi- 
cal action, and, if they do not like the image, let 
them look back to Main Street in their own com- 
munities. Because, there is one trait that a long 
term Congressman seems to acquire. Either he is 
born with it, or he develops it. It is the strange 
knack of being able to reflect back what the peo- 
ple who are politically active think. 


There are some Congressmen, though, who 
take a little bit different viewpoint of what the job 
of representation amounts to, and I want to ex- 
press it because I think it is important. It is my 
attitude that a representative in Washington or a 
representative in the state legislature or a repre- 
sentative on a city council is selected more along 
the following lines—that people in any community 
can now devote only a certain amount of their 
time to government, and that is what we are talk- 
ing about, because they have to follow their pro- 
fessions or their occupation. They have to be, or 
should be, paying attention to their families, to 
their churches, to their civic community work. 
Only a certain amount of time can they spend on 
politics or on government. So they select from 
their midst some one whom they ask to represent 
them and to find out—here is the key—to find 
out what the issues are and what the facts sur- 
rounding them are and then to vote on the basis, 
not of what the preconceived notions in the com- 
munity might be, but upon the information that 
he has obtained and then report back, of course, 
to his people as to why he did what he did and 
what the facts were as he saw them. Now, of 
course, that is a more difficult course to take. The 


CURTIS: ADVANCEMENTS IN HEALTH, EDUCATION AND WELFARE 23 


easier course is to keep your ear to the ground, 
try to figure out what the people are already 
thinking or what the pressure groups, already at 
work, have got the people thinking; ignore the 
facts, ignore the arguments and just vote in that 
fashion. 

I am convinced that is not the kind of govern- 
ment that is really representative government; it 
is the kind of government that will eventually 
bring us to a halt and is illustrative of Thucyd- 
ides’ remarks, “The poison in the sullied air . . .” 
So, if our people will become active, I think they 
can be active in this fashion. 


What Price Advancement? 


Now, let me take this matter a step further, 
because I am going to talk about the development 
and advancement in the field of health in our great 
country. It is a strange thing to me that the very 
prefessions which have been responsible for the 
greatest achievements in health that any society 
in the history of the world has ever achieved, 
that those professions should be the very ones 
which are being smeared in our society and that 
our citizens are taught to believe these professions 
have no interest in the welfare of their fellow man. 
It is hard, perhaps, for doctors to believe that 
such a poison is in existence in our society be- 
cause I think you will find that individually the 
people hold you in great respect. When people 
talk about their doctor, they talk about him with 
pride and affection. But collectively, the American 
Medical Association has a poor public image to- 
day and, as to where it comes from, it is hard to 
find out. 

I, as a politician, can vouch for the same thing 
as a Congressman, an individual Congressman. I 
think that people tend to hold an individual Con- 
gressman in personal respect. I cannot say how 
much affection, but I think there is an element 
of personal respect, and yet as a group, the image 
of a Congressman or the image of a politician is 
something different; or even more sinister is the 
image of a lobbyist. As I use that term, in your 
own hearts there is a little bit of a shudder. Some- 
thing a little bit sinister, and yet, lobbying is a 
good, fundamental part of representative govern- 
ment, so much so that we guarantee it in the Con- 
stitution, the right to petition the Congress. The 
reason I say it is an essentially good part is that 
the Congress, in order to legislate, must gather to- 
gether what information and wisdom there is in 
the society and apply it to the problems of the 
day; and one of the greatest sources of its infor- 
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mation comes from the lobbying groups. The test, 
of course, is what are the techniques. If the tech- 
niques are poor, the particular lobbying might be. 
But the process itself is a fundamentally good 
process. 

So, I come back to the point of this strange 
situation in the field of health, that the professions 
which have been responsible for the tremendous 
achievement of our society, an achievement that 
no other society in history or today matches, are 
the very professions that are bearing the brunt of 
this stigma. To put it another way, the fact that 
our people are living 10 years longer than they 
anticipated is largely the result of the tremendous 
work, of the tremendous advancement that has 
been made in the field of medicine, the field of 
drugs, the field of hospitalization techniques and 
nursing. 

Yet, having kept people alive 10 years longer 
has created one of our great social problems. The 
people being alive 10 years longer, in most in- 
stances, have never anticipated that situation as 
far as their personal economics are concerned. 
And, we do face a problem of economics with our 
elder citizens. 

Again I emphasize a good bit of that has come 
from the very advancement in this field. To put it 
another way, take the case of the cost of drugs, 
or the cost of hospitalization, or the cost of the 
doctor’s fee. One of the interesting things, and 
I am now talking about economics, about rapid 
technological advancement in any field, and there 
has been rapid technological advancement in 
this field, is that in its wake we find obsolete 
skills and obsolete equipment. In order to have 
brought about this advancement, we have to have 
had increased sums of money in research and 
development. We have had to have increased 
sums go into education. 

Now, and I am talking about the wake again, 
we have the cost of retraining people to handle 
the new technological equipment that has come 
through these advancements, and each one of those 
items that I have listed means added cost. Where 
does payment for that added cost come from? 
How are the costs borne? They have to be borne, 
of course, in the price of the service or of the 
item that is involved. 

This is not the only field in which we are ex- 
periencing this situation and rapid technological 
advoncement. It occurs everywhere. Yet, through- 
out the country we have heard the cry that there 
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is something sinister about the increased cost of 
medical health. People say somebody is gouging 
the public. It is still possible today, as I have often 
remarked, to buy a bottle of Lydia Pinkham’s 
Compound. What does it sell for? A dollar or 
dollar and a half a bottle, instead of paying $10 
for a mycin drug. So the choice is still there, but 
the question is, what is the quality? How much 
help does one get from the two products? Yet our 
cost of living index does not reflect all of this in- 
crease in quality. Or we get into the economics of 
a hospital stay. Where is it measured, or how 
can it be measured? Take the fact that 20 years 
ago a person goes into the hospital and comes out 
in a coffin. Maybe his stay has been two or three 
days. Today, the odds are that when a person goes 
in, he may stay a little longer, but he comes out 
on his own hind legs. Where is that measured in 
the cost of living index? Indeed, it is not. So, one 
thing we have learned in the field of economics 
is that our cost of living index does not measure 
quality, advance in quality. That is one of the 
peculiar things that exists in this area of increased 
medical costs. To expose some of these problems 
without analyzing what is behind them is surely 
foolhardy. 

Yet, that is exactly the process that seems to 
be going on in Washington, D. C., in approaching 
this problem of health of the aged. The one thing 
that I do think is important is that we approach 
the matter affirmatively, and I am satisfied the 
doctors do; although their public relations may 
not be so good on this subject, they certainly do 
approach the problem affirmatively. But it is 
important to get the message out to the people 
that this matter is being approached affirmatively, 
that it is not being ignored, that it is not being 
swept under the rug as some of the opponents 
would say, that the problems are what we describe 
them to be, and then go about seeking the solu- 
tion. 

The Forand Bill 


I want to direct my attention to some of the 
features of the Forand Bill, just to illustrate how 
demagogic the appeal for the particular bill has 
been and how much the facts involved in the 
issue have been ignored. Most people, when you 
talk to them, think that the Forand Bill has 
something to do with the indigent old people, the 
people who have no way to pay not just health 
costs but for food and rent and shelter and cloth- 
ing, people who are just plain poor. 
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The Forand Bill has nothing to do with those 
seople at all. Public assistance takes care of those 
xeople, or Community Chest agencies take care 
of them. I know what the great medical profes- 
sion does in taking care and helping take care of 
those people. This statement was made and un- 
contested in the hearings on the Forand Bill last 
July, that there is no indigent person who does 
not receive or who could not receive adequate 
medical health care in the United States. It came 
up again just day before yesterday when Mr. 
Flemming was before our Committee, further dis- 
cussing what we might be doing in this area. I 
took exception to some of the statements that he 
made and was making in this area of indigency. 
“You are using generalities,” I said, “and I would 
like to find out about any specific case.” ‘‘Well,” 
he said, “You cannot prove that the other is 
true.” “The fact,” I replied, ‘that the statement 
is made that there is no indigent person who does 
not receive adequate medical or health care, or 
could receive it, is a challenge for anyone, any 
section of this country to call to the Congress’ 
attention or to call to the public’s attention 
through news items or however, that such is the 
case. As long as the challenge remains unmet, 
I think that we can, in good faith and honesty, 
make that statement about America.” 

What is our problem, though? Our problem is 
not the indigent, but our problem is the older 
person who does have some savings, perhaps, does 
have some income, but finds this added 10 years 
of life and the medical costs that go with that, 
because they are higher during that period than 
any other time, difficult to meet and certainly in 
the event of catastrophic illness would find it more 
difficult. There is the area in which we have not 
solved this problem. And, I might say, that we 
always want to try to do something to solve the 
problem of the indigent, but that is not a health 
problem alone, as I pointed out. Indeed, it is 
not just an economic problem. When a person 
is an indigent, I dare say that the spiritual indi- 
gency is just as important to him. The lack of 
love and affection, the lack of being wanted, the 
lack of being a part of things is just as important 
in a way as some of these other wants. So, we 
always want to try to attack the problem of indi- 
gency. But, I have made the point year after 
year, as best I could, before the House and Com- 
mittee that we do not solve the problem of indi- 
gency by proliferating into a want of homes, 
public housing; a want for medical health, the 


Forand Bill; the want of food, some of our sur- 
plus food disposal programs, breaking it down 
into a variety of needs. Indigency should be 
treated on its own bottom. 


Insurance 


So, back to this problem of what do we do 
about these people who are not indigent, but who 
are having a difficult time of meeting their medi- 
cal costs. That is where a companion profession 
comes into the picture, the insurance field. It is 
a question of whether or not the private insurance 
industry can meet this problem through proper 
premiums and through proper benefits. I think 
that the record shows quite clearly, and we tried 
to bring it out during the hearings, and I think 
the developments since those hearings in July 
show a tremendous movement forward in this 
field of providing adequate health insurance for 
our older citizens, so much so that we have moved 
from 1952 when 22 per cent of the older people 
were covered by some form of insurance, to where 
at the end of this year it is going to be over 60 
per cent; and projecting it out into 1965, it looks 
like over 80 per cent. The question always comes 
up: Well, maybe they are covered, but is the 
coverage adequate? That is a fair area for debate, 
and there is where the public debate should be. 
There is where the issue should be presented to 
the people as to whether or not this need is being 
met in this area and whether or not it is necessary 
to have the federal government come in with tax 
money to do a job that possibly could be done in 
the private sector. I am not going to go into the 
arguments as to why, in my judgment, we are 
moving ahead rapidly to solve these problems and 
why in my judgment the federal government’s 
move into it, far from helping, would destroy 
what progress has been made and certainly would 
stop what progress we could anticipate in the very 
immediate future. There is a record available 
on that subject, and I think all should look at it. 


The Role of COPE 


I want to go to another area, which is most 
important, inasmuch as practically the entire 
stimulus behind this movement for the Forand 
Bill has come from Mr. Walter Reuther and his 
COPE organization. This is part of a speech I 
made on the floor of the House a week ago Thurs- 
day and, thank goodness, it is being reprinted 
throughout the country. “The COPE is merely a 
strong right arm—the strong right arm of an 
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organization called the Americans for Democratic 
Action.” 

Incidentally, the ADA is composed of some 
very fine people—do not misunderstand that, as 
much as I disagree with them on some funda- 
mental issues—composed of some of our distin- 
guished professors of the universities, composed of 
some of our leading newspaper people; indeed, 
certain U. S. Senators and members of the Con- 
gress belong to this organization. Walter Reuther 
is a member of the Executive Board of the Amer- 
icans for Democratic Action. Walter Reuther, in 
my judgment, is essentially a politician and only 
incidentally a labor leader. If you analyze what 
COPE has been operating on, you will find that it 
covers the waterfront. It is not just interested 
in problems of labor management, by any manner 
or means. In my judgment this is the group that 
has taken over the mantle of the Fabian Socialists 
that existed in Great Britain in the latter part of 
the nineteenth century and the beginning of the 
twentieth century. This is something that I have 
said on the floor of the House and this is some- 
thing on which I have had much debate. But the 
important thing is this, whether or not they are 
that, they do have a conception of how they would 
like to see our American society set up. 

When they take an issue like the Forand Bill, 
surely the COPE will be the strong right arm, 
but as soon as the Reuther propaganda ma- 
chine gets going through that sector, you begin to 
see in the newspapers certain columnists, who do 
not say that they are members of ADA (but, they 
are), start picking up this theme song. I have 
watched it for years. There is where this prop- 
aganda begins to build up throughout the coun- 
try, and the people are taken unaware because 
they do not realize that this is all part of an or- 
ganization—that these men are not speaking inde- 
pendently as professors of our universities, or 
independently as newspaper men, or independ- 
ently through their cartoons, and so on. They 
are speaking as a result of what they have 
decided and planned to do. That is the movement 
behind the propaganda of the Forand Bill. So 
this becomes important. 

One of the areas where I think we can do the 
greatest good for the problems of our older citi- 
zens and really make more meaningful this 10 
years additional life that you doctors and others 
ii. ‘he health profession have granted to our so- 
ciet_ is in the work clause, the $1,200 limitation 
on th: 2mount of money a person can earn and 


Votume XLVII 
NuMBER 1 


still remain on social security, because that work 
clause is the very thing that forces older people 
out of the labor market. Now here is the interest- 
ing thing; who has opposed the liberalization of 
the work clause over a period of years? Yes, they 
have come into my office quietly and they have 
not done it openly. There is no propaganda on 
this particular one, but it has been Mr. Reuther 
and this crowd. They are out in the open now 
because we forced them out in the open in inter- 
rogation in our Committee. They are opposed to 
any liberalization of the work clause. They do 
not want these older people in the labor market. 
Now the significance as far as the older person is 
concerned is not just a matter of his own econom- 
ics, the fact that he would like to work longer 
in order to have a better livelihood; but it is also 
—and I think the doctors would tell me this 
better because I am really quoting what some have 
told me, particularly those who are in the rehabili- 
tation area or those who are in the field of geri- 
atrics—the psychological attitude of an older per- 
son to feel that he is of some use and that he is 
doing something in his society that is meaningful. 
From society’s standpoint I might say that be- 
cause of the fact that these men and women have 
been granted this extra 10 years of life, the fact 
that now men and women at 65 in many, many 
instances are much more capable of remaining 
in the work force than people at 45 maybe 30 
years ago would have been, the gain that society 
could have from their talents and their experience 
and their ability makes this a desirable social 
goal. 

What is Reuther’s objection to increase of the 
work clause liberalizing the $1,200 you can earn? 
He says it will cost money. I am glad that I got 
that response, because that is the first time I have 
ever heard Mr. Reuther worry about whether it 
cost money. Incidentally, he is right, it will cost 
money. That is one of the real problems involved. 
But I have said to my Committee colleagues, let 
us look at it this way, here is what it will cost, 
here is the social gain from it; let us match it and 
see whether it is worth it. In my judgment it is— 
indeed it is. That is the way I would like to see 
this program liberalized. That is one way I would 
like to see us move ahead in this area of trying 
to solve the problem of the aged. 

Cost Versus Availability of Facilities 
and Services 

Let me say something else. There has been 
other progress made. There are two problems in 
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the economics. One, of course, is the ability of 
the older person to pay for the facilities and the 
services. The other economic problem is: Are 
there the facilities and the services available? 
Because if the facilities and the services are not 
there, it does not matter too much how much 
money you have because you just do not get them. 
I thought one of the great bits of testimony by 
the representatives of the American Medical As- 
sociation before the Committee in July was point- 
ing out this aspect: I had never thought of it in 
this way before, but, they said, you know this 
matter of adequate health treatment and facilities 
is really not one of chronology, of whether you 
are young, middle-aged, or old; if it is anything, 
it is geographical. In an area like my own com- 
munity, St. Louis, there is not a person who does 
not get adequate personal care because we have 
the facilities. But in a place which we might call 
a depressed area, economically, probably most of 
the community, young and old, might have inade- 
quate care. So that is the point of the facilities. 


Nursing Home Loans 


Here is something that all doctors should 
know more about; your American Medical Asso- 
ciation got affirmatively behind a bill that I pro- 
posed for three years, to provide FHA type 
loans to the private nursing homes. I felt that 
the lack of healthy, safe, economically designed 
nursing homes was one of the greatest needs of 
our older citizens. I felt that, in some ways, we 
were actually crowding the hospitals because 
people perhaps did not need full hospitalization 
but they had no choice. There were not private 
nursing homes available. The cost of a private 
nursing home is $1 compared to $10 for hospital 
treatment. 

Why would the banks not lend money to build 
safe, adequate private nursing homes? Because 
private nursing homes are something new, single 
purpose type buildings; those of you who have 
dealt with bankers know that. I pleaded with 
them first and I could not see any progress there. 
Then I went to the route of a guarantee FHA 
type loan, and, I am happy to say, the American 
Medical Association affirmatively backed it. That 
is now law. That became law last August. Be- 
cause of the dragging feet—and I am going to 
try to find out who was doing this—in the De- 
partment of Health, Education, and Welfare we 
did not get regulations available to the public 
until February 25 of this year. I checked just 


before I left Washington and there are already 
700 applications for this kind of guaranteed loan. 
Now there is another way in which we move 
ahead in this area. 


Visiting Nurse Approach 


Let me mention another suggestion I made to 
the Secretary of Health, Education, and Welfare 
—and I have been suggesting it for a long time— 
hospitalization, private nursing homes, and then 
there is another step down the ladder that is less 
costly than a private nursing home. It is one 
where the old citizen can stay in his own home, 
and I might say that the Biblical injunction, 
“Honor thy father and thy mother,” has some 
meaning in our society today. The development 
of the visiting nurse approach, where the older 
persons do not have to go to a private nursing 
home, where the members of the family can be 
taught with a little help, a little guidance, how 
they can care for the person at home—that 
means something, and there has been very little 
discussion of it on the part of the people who 
have been urging that we move the federal gov- 
ernment into this area. 

I just mentioned a few of the areas where real 
progress has been and can be made if we can get 
the demagogues quieted down. Keep this matter 
from being thrown into political partisanism. I 
am convinced that we will never, never solve these 
problems if we resort to the emotionalism, the 
demagoguery that I have seen used in the devel- 
opment and promotion of the Forand Bill and 
that type of legislation. On the other hand, if we 
will take these problems out in the open and 
recognize that all of our citizens and, above all, 
the medical profession and the professions in the 
health field, are deeply interested in trying to 
find the proper solution to these problems, then 
I think we will continue to make this progress. 


Taking Stock 


Now, how does it stand? We have had a vic- 
tory beyond anyone’s expectations, certainly 
beyond my own, in the Ways and Means Com- 
mittee when everyone was predicting that my 
colleagues would not hold the line; yet, we voted 
17 to 8—17 to 8, to reject this Forand Bill and 
its approach. I am convinced that it came be- 
cause of arguments of this kind—the marshalling 


_of this kind of facts. But there has been a silken 


curtain thrown over this. My speech on the floor 
of the House was not reported by any of the news- 





28 CURTIS: ADVANCEMENTS IN HEALTH, EDUCATION AND WELFARE 


papers in this country nor on television or on 
radio; the words that I spoke here today, which 
I expressed during the hearing, were not reported. 
The words of those of us who are trying, I think, 
to talk sense about this thing go unreported. So, 
while this battle is won, the war is not over. There 
are many battles ahead of us. 

Now comes the question: will the petition to 
discharge our Committee prevail? Mr. Reuther 
has decided that his group will try to make a 
campaign issue in 1960 out of the Forand Bill and 
will abandon the Landrum-Griffin Labor Reform 
Bill, apparently, as the campaign issue because 
the public has come to know what the true issues 
in that were. And they are apparently going to 
do this. So, there is being stimulated, further, 
more of this propaganda from the COPE and 
that group. Their attempts are going to be now 
to infiltrate the organizations of the older people; 
up to date they have not moved very far in that. 
That is where the doctors can help. Because you 
know what groups of older people are organized, 
just watch out for the poison and get the true 
message across. If we can win this battle in the 
hearts of our people—that is where it is being 
fought now—I can assure you that the Congress- 
men who are not on the Ways and Means Com- 
mittee, who have not had the opportunity of 
knowing the facts in this case, are not going to 
sign the discharge petition. 


<N¢ 
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Incidentally, some of those candidates for 
President in the Senate who are talking about 
what they are going to do in this area are going 
to be calmed down considerably because their 
only interest, apparently, is votes. If you can 
demonstrate that there is more than one group 
of people in our society that is politically active, 
I can assure you that their ardor for an ill-con- 
ceived piece of legislation like the Forand Bill 
will disappear rapidly. 


Nevertheless, the war is not won. Certainly, 
the basic war is not a political thing, the basic 
war to move ahead and make more meaningful 
the extra 10 years that you gentlemen and your 
colleagues have granted to the people of our so- 
ciety. That is what we want to achieve. I think 
we will do that. 


In conclusion, I shall read again the passage 
by Thucydides: “An island of relative affluence 
and political freedom in a sea of slaves and sav- 
ages tends to succumb to the poisons in the sullied 
air even if it escapes the swords and arrows of the 
barbarians.” I am satisfied that eternal vigilance, 
a real participation of our people and of our 
society in their government, not only will preserve 
this island that we have here, but also will ex- 
tend it on beyond the seas throughout the world, 
so that we shall no longer need to fear this wise 
observation of Thucydides made back in 400 B.C. 
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Automotive Crash Injury Research 


Paut W. BraunstTEIN, M.D. 
NEW YORK 


In such a symposium as the one planned to- 
day I believe that the most sensible approach to 
outline the medical aspects of the trauma problem 
is to discuss the latest research efforts of our 
Cornell trauma team into the various aspects of 
automotive injury, pedestrian trauma, and care 
of injuries in general. 


Automotive Injury 


First, in the field of the automotive crash 
injuries our approach has been one of further 
defining the efficacy of safety design in the newer 
model year automobiles. The original data have 
been well publicized throughout the country and 
have been reported in the medical and automotive 
publications. Door locks have decreased the in- 
cidence of ejection from the automobile and 
therefore have lessened the incidence of moderate 
through fatal grade injury. In reviewing case 
reports of 20,000 exposed occupants in automo- 
tive injury producing accidents, we have noted a 
2 to 1 higher incidence of moderate injury in 
those occupants ejected from the car than in 
those occupants remaining in the car. As one 
proceeds through the spectrum of the injury 
scale to fatal grade of injury, there is an increas- 
ing severity of injury associated with occupant 
ejection. It is noted that those ejected from the 
car have a 5 to 1 higher fatality than those who 
remain within the car. In comparing accidents 
where seat belts were in use to accidents where 
seat belts were not in use, we noted approximate- 
ly a 60 per cent maximum improvement in the in- 
cidence of moderate to fatal grade injury. A 
larger series has developed since this last report 
and again one notes a decrease in the incidence 
of serious to fatal injuries, but, interestingly 
enough, an increase in the over-all incidence of 
injury. 

It can be hypothesized that the use of seat 
belts and other safety devices in automobiles has 
led to lessening of the impact of trauma to the 
occupant; therefore, decreasing fatalities are re- 
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ported, but in those occupants removed from the 
fatality group some degree of injury.is sustained; 
in consequence, the bulk of occupants have fallen 
into a lesser grade of the spectrum of injury. For 
example, fatal injuries have been modified into 
serious injuries, and serious injuries have become 
moderate injuries and the moderate injuries, 
minor injuries. Only occasional ones have de- 
creased from minor to no injury. Accordingly, this 
seems to follow an anticipated pattern rather than 
to negate the value of seat belts and other safety 
devices in automobiles. 


Whiplash Injury 


Recently, the problem of whiplash injury was 
studied. Interestingly, it was noted that only 144 
persons out of 12,000 occupants exposed suffered 
injury in what could be strictly described as ex- 
posure to the whiplash phenomenon. The term 
whiplash injury in our study was believed to be a 
poor term to describe any clinical diagnosis or 
entity. In the patients subjected to this whiplash 
phenomenon, seldom did the term whiplash injury 
accompany any other serious injury, and it was 
believed that all too often the medicolegal im- 
plications in a rear end impact led the examining 
physician to employ the catch-all phrase of whip- 
lash injury. Accordingly, it was believed from our 
studies that the term whiplash injury was not a 
diagnosis and that more exact clinical data and 
diagnoses should replace this term for any patient 
suffering injury when exposed to the whiplash 
phenomenon in automotive accidents. At the 
present time, the study of the relation of injury 
causation to speed, top structure, windshield 
structure and design, center post structure and 
other car components is in progress. 

One point of interest is that the famous cliche 
today in medical as well as in civic circles is 
“speed kills.” It is noteworthy that over 80 per 
cent of the accidents occur in speed limits perfect- 
ly acceptable throughout the United States. Cer- 
tainly one cannot say that only speeders are 
those involved in accidents. One also notes that 
because the majority of drivers observe most 
speed laws, the majority of accidents occur in the 
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acceptable speed range. Simple elimination of 
speeding, therefore, while cutting down on the 
more hazardous and terrifying and dramatic 
accidents at speeds through 80 and 100 miles per 
hour, will certainly not remove the greatest por- 
tion of accident injury spectrum from the high- 
ways of the United States. 


Pedestrian Trauma 


Another project which was established at 
Cornell University Medical College separate and 
distinct from the automotive crash injury research 
project is a more clinical type of study dealing 
with the accident configurations suffered by the 
pedestrian. It is well known that approximately 
one fourth of all vehicular deaths are pedestrian 
deaths while the other three fourths are deaths 
experienced by the occupants of the automobile. 
Many facets of study are available, and a rather 
unique research project has been set up in New 
York City. At the present time we are in the 
process of data gathering and data analysis. The 
study so far has been confined to pedestrian 
deaths. When this portion of the study has been 
completed, it will then be extended into nonfatal 
pedestrian accidents. 

Essentially, the study consists of a jo‘nt 
research program established between the Police 
Department of New York City, the Medical 
Examiner’s office of New York City and Cornell 
University Medica] College Department of Public 
Health and Preventive Medicine. Police Com- 
missioner Stephen Kennedy of the New York City 
Police Department, Chief Medical Examiner Mil- 
ton Helpern of the Medical Examiners office and 
Drs. Walsh McDermott, Preston A. Wade, James 
R. McCarroll and myself have been involved 
from the Cornell University Medica] College. All 
pedestrian deaths occurring in the Borough of 
Manhattan have been studied in great detail. The 
Accident Investigation Squad of the New York 
City Police Department, a small picked group of 
men, has been assigned to study all mechanics 
of the accident and all injury-producing mecha- 
nisms at the site of the accident. Photographs are 
taken, and the patrolmen question witnesses, 
question the first patrolman arriving on the scene 
and reconstruct the accident by diagrams. All 
aspects of the car as to functional capacity are 
desci‘hed; all weather conditions and other en- 
vironmc>tal data are tabulated. The effect of 
alcohol upon the causation of the accident or the 
extent of injury, the effect of ambulance trans- 
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portation, and the effect of in-hospital care will 
be studied in the future, but at present have been 
ignored because only fatalities constitute the 
immediate project. 

All fata] pedestrian accidents have been care- 
fully reported upon by the Accident Investigation 
Squad and then an autopsy performed as required 
by law. A member of the Cornell trauma research 
team is present at the autopsy; all pertinent data 
are then collated by the trauma research group 
in the Cornell Medical College facility. At the 
present time, because this study is in the process 
of coding, only gross conclusions can be drawn 
and these are really nothing more than impres- 
sions. One notes immediately that the usual 
trauma imposed upon the pedestrian is that of 
mass trauma; therefore, one finds it difficult. to 
indict the sharp fender ornaments or the sharp 
bumper ornaments on today’s cars. Rather, when 
the patient is injured he is “injured all over.” 
Serious head injuries, chest injuries, abdominal 
injuries and pelvic injuries are the rule rather 
than the exception. Seldom is there one localized 
area of trauma causing a fatality in the injured 
pedestrian. It is possible, however, that more 
minor injuries which will be investigated as the 
study progresses may be produced by these pro- 
jecting ornaments on today’s cars. To date we 
have no data to confirm this. 

Secondly, one notes that splenic ruptures have 
been infrequently encountered in the fatalities 
observed so far. Hepatic rupture has been much 
more frequent and has been a major cause of the 
fatality. Head injury, as might be expected, is by 
far the most common injury and of course one of 
the more serious. Interestingly enough, pelvic 
fracture with massive retroperitoneal hemorrhage 
is particularly frequent. Occasionally, severe pel- 
vic fractures have been the cause of death due to 
concealed massive retroperitoneal hemorrhage and 
profound irreversible hemorrhagic shock. 

At the termination of the collection of data 
concerning pedestrian fatalities, the study will be 
enlarged to include, by representative sampling, 
nonfatal cases throughout the city of New York. 
It is hoped then to get a good cross section of the 
accident spectrum as it affects the pedestrian. 


Care of Injuries in General 
Lastly, our interest has been focused upon the 
functioning, equipping and handling of patients 
in the emergency rooms in hospitals throughout 
the United States. A pilot study has been recently 
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carried out at the New York Hospital under the 
direction of Dr. P. A. Wade and Dr. Paul Scud- 
der. This emergency room study has shown many 
of the deficits present even in an emergency room 
situated in a Medical Center. It will soon be 
performed in hospitals more removed from Uni- 
versity influence and environment. This will be 
done to study the professional coverage and physi- 
cal facilities at hospitals varying from 50 to 500 
beds throughout the country. By such a repre- 
sentative sampling of hospitals, correlated with 
the environment, all data concerning type of 
patient received, incidence of multiple injuries and 
other such data, one can determine the actual 
physical and professional requirements of an 
emergency room of a given size hospital. This proj- 
ect endorsed by the American College of Surgeons 
has demonstrated the great interest in this prob- 
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lem expressed by medicine and is therefore being 
pursued as rapidly as feasible when performing a 
clinical and environmental] study such as this. At 
present, physical plants of emergency rooms are 
being studied, and it is hoped that this study can 
be expanded to include the environmental data 
and actual functional data observed from the 
every day experience of different hospital emer- 
gency rooms at different professional levels. This 
is essentially the type of research being carried 
on at Cornell in trauma. While the field of trauma 
has to a great degree remained a neglected one in 
the realm of research, because of the increased 
incidence of this disease and because it is be- 
coming more and more a greater cause of morbid- 
ity and mortality, it is certain that more studies 
of even greater depth will be instituted. 

1300 York Avenue. 


Accident Proneness in the Automobile 


Accident Field 


FRANK E. MAtoney, LL.B. 
GAINESVILLE 


Studies of the causes of accidents reveal that 
certain individuals are much more likely to be 
involved in accidents than is the average member 
of the public. We commonly dub these individuals 
as “accident-prone.” Accident proneness, of course, 
extends into all of the fields in which accidents 
occur,! including the home, industry, an dsports, 
as well as the operation of automobiles. The area, 
however, in which the accident-prone individual 
can do the most harm is probably that of the 
operation of the automobile, for in this field, if 
he has an automobile accident, he is likely to 
injure not only himself, but other members of the 
public who become involved in the accident with 
him. 

It therefore seems appropriate to limit this 
analysis of accident proneness to the automobile 
accident field. Within these limits it is planned, 
first, briefly to analyze the causes of automobile 
accidents, including relationship between accident 
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rates and accident proneness of individual drivers; 
then to point up the various factors entering into 
the complex picture of accident proneness, in- 
cluding age, experience, defective operating habits 
and skills, physical defects, psychomotor charac- 
teristics, and mental characteristics and attitudes. 
Next, the present legal and societal approach to 
the problem will be discussed; and finally, some 
tentative suggestions for decreasing the number of 
accidents due to accident proneness will be of- 
fered. 


Automobile accidents in the United States in 
1958 resulted in 36,700 deaths and 2,825,000 
injuries, Florida, with its myriad tourist at- 
tractions and beckoning highways, had more than 
its share of such accidents. In 1958, 1,134 people 
were killed and 33,587 injured in Florida alone.* 
An analysis of the causes of these accidents by 
the Travellers Insurance Companies* reveals that 


‘about 40 per cent of them occur on weekends, 


and that speeding is involved more than one 
third of the time. These studies also reveal that 








32 MALONEY: ACCIDENT PRONENESS 


drivers under 25 years of age, while making up 
only 14 per cent of the driving population, were 
involved in 27 per cent of the fatal accidents in 
1958. These young drivers have consistently been 
involved in about twice as many accidents as their 
numbers warrant.> A more revealing and certain- 
ly more startling statistic is that based on a study 
by Blain® in 1941 in which he attributes one third 
of the automobile accidents to a mere 4 per cent 
of those driving automobiles. Another study, 
while agreeing that 4 per cent represents an ap- 
proximation of the number of accident-prone 
drivers, would involve them in about 14 per cent 
of the accidents.7 No matter which statistic we 
accept, however, it still becomes extremely im- 
portant to try to determine the causes of accident 
proneness, and to devise means of identifying 
accident-prone drivers before they cause a serious 
accident. 


Causes of Accident Proneness 


Studies indicate that a number of factors play 
a part in accident proneness. The age and experi- 
ence of the driver are perhaps the most obvious 
factors.8 It has already been pointed out that 
young drivers have almost twice as many acci- 
dents as the average driver. This increase is un- 
doubtedly due as much to exuberant attitudes 
toward driving as to lack of skill. It may not be a 
reflection of true accident proneness since it is 
normally corrected by the passage of time, but 
it certainly indicates that more attention needs to 
be devoted to this group. Likewise, drivers 65 
and over are involved in a disproportionate num- 
ber of accidents, although not to the same extent 
as drivers under 25.9 With the older group the 
causes are more likely to be physical and are often 
due to deterioration of vision or the slowing down 
of physica] reactions, and methods of discerning 
these physical defects must be devised. This need 
is particularly great in Florida, with its increasing 
number of older drivers. 

Accident proneness, however, may be due to 
factors other than age and experience. Defective 
operating habits and skills often render drivers 
accident-prone.1° Improper use of brakes and 
clutch, habitual failure to use the rear view 
mirror, failure to give proper signals, and cutting 
in and out of traffic too fast, are a few common 
faults which, if not corrected, may lead to mul- 
tiple accidents. Proper training or retraining may 
go far toward elimination of these factors once 
they are identified. 
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The problem of physical defects as they relate 
to accidents is to be the subject of the next paper. 
So far as accident proneness is concerned, how- 
ever, defective vision seems to be the only physi- 
cal defect that plays an important part.1! 

As for psychomotor characteristics, a slow per- 
ception time in itself has been found not to be a 
major cause of accident proneness, and likewise 
poor coordination is not in itself a major factor. 
A person, however, who reacts quicker than he 
can perceive is more likely to have accidents than 
a person who can perceive quicker than he can 
react.12 While tests have been devised to detect 
these individuals, it may be difficult to use them 
on a sufficiently broad scale to catch a sub- 
stantial number of drivers whose accident prone- 
ness is due to this cause.% 

Finally, mental characteristics and attitudes 
may play a part in accident proneness of some 
drivers. Thus drivers with high resistance to 
authority sometimes take out their hostility by 
violent driving activity in lieu of trying to solve 
their problems on a rational basis. Moreover, all 
people have cycles of exhilaration and depression. 
Studies of industrial accidents indicate such ac- 
cidents are more likely to happen in periods of 
depression.‘ One Canadian study would place 
mental attitudes, at least insofar as they affect 
social adjustment, at the top of the list of causes 
of accident proneness.15 


Current Legal Attitudes Toward 
Accident-Prone Drivers 


Before we consider possible legal steps toward 
correcting accident proneness or eliminating ac- 
cident-prone drivers from the highways, it may 
be well to examine briefly the present attitude of 
the law toward the accident-prone driver. So far 
as civil liability is concerned, the accident-prone 
driver receives no harsher treatment than any 
other driver. In fact, if his accident proneness is 
due to youth, at least if he is a minor, in theory 
he may receive better treatment than the average 
adult driver. When a minor is involved, a court 
will instruct a jury that in determining whether he 
was negligent, that is whether in the operation 
of the vehicle he fell below the standard of care 
demanded of him by society, they, the jurors, 
should take into account his age and experience.16 
This introduces a subjective factor which jurors 
are not authorized to consider in the case of the 
adult who is held to the standard of care of the 
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theoretical reasonable man or man of average 
prudence.!7 

If an injured plaintiff can get his case to a 
jury, however, the jurors will probably take a 
much more realistic attitude toward the assess- 
ment of liability for an automobile accident than 
court instructions suggest. One indication of this 
is found in the fact that insurance rates against 
liability of young male drivers are more than 
double those of individuals over 25 years of age. 
Moreover, insurance companies definitely take 
into consideration the factor of accident prone- 
ness by cancelling policies of individuals with 
records indicating accident proneness, or charging 
increased premiums.18 

Our tort law, that is the law relating to civil 
liability for accidents, is not keyed to accident 
prevention, particularly with respect to accident- 
prone drivers, but tort law is not the only device 
for social control of automobile accidents. Fear 
of criminal fines and penalties, licensing regula- 
tions, including suspension or revocation of 
licenses, and development of proper driving habits 
and attitudes through education and through 
economic pressures, as for example, increases in 
insurance rates, provide other possibilities for 
solution of the problem. 

The criminal law, however, at least until 
recently, generally has not been any more effec- 
tive in curbing the accident-prone driver than has 
the civi] or tort law. In many localities he can 
have a series of minor accidents, or be cited for 
a series of traffic violations, and escape with 
nothing more than payment of a fine, or forfeiture 
of bail in the event an actual accident has oc- 
curred.19 Unless an accumulation of such inci- 
dents results in the loss of the privilege of driving, 
the process may amount, in effect, to licensing 
violators of traffic laws. Motorists then begin to 
take calculated risks, such as running stop signs, 
since they know the worst thing that can result 
is a fine. This attitude leads to disregard for the 
law, and the habitual violator of traffic laws is a 
potential cause of accidents. Studies show a defi- 
nite connection between accident proneness and 
chronic traffic law violations.2° 


Suggested Remedies 


The simplest solution would appear to be to 
locate the accident-prone drivers and revoke their 
licenses, but two difficulties immediately arise. 
The first of these is the difficulty in accurately 
singling out accident-prone drivers. Two ap- 
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proaches have been suggested. The first is to use 
a series of tests of attention, motor skills, and 
information, plus a driving test, to locate potenti- 
ally accident-prone drivers. As yet, however, it is 
doubtful that sufficiently accurate tests have been 
devised to catch potentially accident-prone drivers 
without also resulting in denial of driving privi- 
leges to a substantial group who on actual experi- 
ence would not fall within this category.21 The 
second method is to keep records of previous acci- 
dents and the personal histories of individual driv- 
ers, and classify them as accident-prone if they 
have a certain number of accidents within a defi- 
nite time period. This method also has its defects. 
To begin with, not all accidents are reported, even 
in a state like Florida which requires the report- 
ing of all accidents involving personal injuries or 
property damage of over $50. Accidents in which 
no other vehicle is involved, or where a driver 
promptly settles with the injured party, may 
never reach the record books. In addition, the laws 
of chance will result in a certain percentage of 
non-accident-prone drivers falling into the re- 
peater class, along with their accident-prone 
brethren. While one study, analyzing 7,197 ac- 
cidents involving 2,300 operators of public trans- 
portation vehicles in Boston, would place this 
figure at about 10 per cent,?2 the writers of more 
recent articles believe that the laws of chance ac- 
count for a much higher percentage of accident 
repeaters among the public at large.23 

It would be appropriate for an organization 
such as the Air Force or a large trucking com- 
pany to exclude everyone in the repeater group 
from driving, and such techniques have been used 
by industry to cut accident rates drastically.2* It 
is questionable, however, whether such drastic 
measures should be applied to the public at large. 
If the tests for locating accident-prone drivers 
were reasonably accurate, their use as a basis for 
denying license applications might be justified 
as a proper exercise of the police power of the 
state in the furtherance of public safety. The 
Supreme Court of Florida has declared that a 
driver’s license is a privilege, and confers no 
absolute property right in the use of the public 
highways.25 If reasonably accurate and workable 
tests can be devised, so that judges can be satis- 
fied that they single out accident-prone drivers 


with reasonable certainty, the denial of license 


applications on the basis of such tests, or the 
granting of temporary licenses for a probationary 
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period, would probably be upheld by the courts.?6 
This may now be within our reach so far as 
discovery and evaluation of physical shortcom- 
ings and coordination defects are concerned. Re- 
spected medical opinion seems to indicate, how- 
ever, that knowledge in the psychiatric and 
psychologic fields, where the causes of most acci- 
dent proneness are probably rooted, has not yet 
reached the point where it can be effectively 
applied in the form of specific standards for 
licensing private motorists.27 Further research 
looking toward improvement of techniques in this 
area seems indicated. 

In addition to the possibility of taking steps 
looking toward denying original applications for 
licenses by potentially accident-prone drivers, 
there is always the possibility of suspending or 
revoking the licenses of those who have established 
a record of accident proneness. A statutory basis 
presently exists for suspending or revoking Florida 
drivers’ licenses following a series of convictions 
for violation of traffic laws,2® but it would prob- 
ably require additional legislation to authorize 
such suspensions or revocations on the basis of 
being involved in accidents alone, without pre- 
vious convictions for traffic violations. Moreover, 
since revocation on the basis of such involvement 
would result in preventing a small, but by no 
means inconsequential, non-accident-prone group 
from driving, it might run so counter to the 
American sense of equity and fair play as to make 
such legislation extremely difficult to enact. 

Perhaps the withdrawal of driving privileges 
would be more palatable if a combination of the 
two approaches mentioned were used. When a 
driver develops a history of repeated accidents, 
he might then be given performance tests to check 
his attentiveness, motor skills, emotional stability, 
and the like, and if these tests indicated accident 
proneness, the legality and desirability of sus- 
pending his license would be much less likely to be 
open to serious question. In one way, of course, 
this is like shutting the stable door after the 
horse is gone, but at least it would prevent other 
horses from going on rampage to further public 
detriment. 

An additional corrective measure that might 
fi. ~ greater public acceptance would be to require 
the ~ education or retraining of individuals with 
recora. as accident repeaters. Thus the licenses 
of drivei. ‘nvolved in a given number of accidents 
in a given period might be suspended; then these 
drivers would be tested to try to pin down more 
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exactly the causes of their accident proneness. A 
period of driver re-education, with particular 
emphasis on the problem areas of the individual 
drivers, followed by a driving test before the sus- 
pension was removed, might aid substantially in 
cutting the accident rate. Both the Michigan 
Bar?® and the American Bar Association?® have 
supported the re-education approach, and where 
employed in industry, it has led to a substantial 
reduction in employee accidents.?1 

If such a program were adopted, it would 
also be advisable to apply vigorously existing 
criminal sanctions against those who drive while 
their licenses are suspended. Youthful drivers in 
particular often disregard such suspensions,?2 
whereas if they were certain that such violations 
would automatically result in serving jail sen- 
tences, compliance would be much more wide- 
spread. It goes without saying that the possibility 
of a driver fixing tickets or buying his way out of 
serious traffic violations ought to be stopped and 
stopped promptly. This, of course, goes to the 
whole automobile accident problem, and not mere- 
ly to that of accident proneness. 

Periodic re-examination of older drivers, par- 
ticularly a requirement of physical examinations 
by physicians appointed by the Motor Vehicle 
Commissioner, would also seem desirable, par- 
ticularly in Florida where there are a proportion- 
ately larger number of oldsters on the road. 


Summary 


In summary, approximately 4 per cent of the 
driving population are accident-prone. The causes 
of their accident proneness are complex, and de- 
tection of accident-prone drivers may be difficult. 
It may not be possible to isolate this group or 
keep it off the highways entirely, but once it is 
realized that this small group is involved in up to 
a third of our automobile accidents, corrective 
measures will be initiated. In this process the 
medical profession must devise more adequate 
tests for locating accident-prone drivers; the legal 
profession must devise more adequate laws for 
social contro] of the problem; and the law en- 
forcement agencies must adequately implement 
these laws to help cut down the slaughter on the 
highways. 
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Physical Impairments as They Relate 
To Automobile Accidents 


C. W. KEITH 
TALLAHASSEE 


Physical impairments as they relate to auto- 
mobile accidents are more serious than our sta- 
tistics indicate, because many accicents happen 
as a result of heart attacks, blackout spells, 
fainting spells, epileptic seizures, et cetera, where 
they are not called to the investigator’s attention. 

According to our files in the Accident Records 
Section, in 1958 there were 1,129 persons killed 
in traffic accidents, 30 of whom we know suffered 
from heart attacks, blackout spells, and the like, 
which resulted in the accidents. Their ages ran 
from 30 to 81. 

In 1958 we examined 558,154 persons. Of 
this number 11,102 failed to meet our vision 
requirements and were referred to an eye special- 
ist. It was necessary to restrict 31,689 to glasses, 
28 to artificial limbs and 1,390 to special car 
equipment so that they could operate a motor 
vehicle safely. 

In order to pass a driver’s license examination, 
it requires a certain amount of education or 
knowledge as well as skill. 


Captain, Florida State Department of Public Safety. 
Read before the Florida Medical Association, Eighty- _ 
Annual Meeting, Bal Harbour, Miami Beach, May 5, 1959 


Through our screening process on vision we 
referred thousands of persons to eye specialists 
because they were not able to meet our require- 
ments. 


Many persons were referred to doctors be- 
cause of physical disabilities which were visible 
to the examiners. In many of these cases it was 
necessary for the applicant to obtain certain 
mechanical equipment to pass our driving test. 

Our examiners are not able to determine 
whether a person is subject to heart attacks, faint- 
ing spells, or epileptic seizures, or is an alcoholic, 
but the medical authorities are in a position to 
know those persons who are detrimental to pub- 
lic safety. 


In 1958 the department requested 11,358 per- 
sons to report for re-examination so that we could 
determine the competency of their driving ability. 
Some caused or contributed to the cause of acci- 
dents resulting in death, injury or property dam- 


age. Many were referred by law enforcement 


agencies, insurance companies and medical author- 
ities. 
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Out of this group 900 drivers failed to pass 
the required examination and their driving privi- 
leges were suspended, 1,144 were restricted to 
glasses, and 216 restricted to special car equip- 
ment. 

Approximately 800 medical reports were for- 
warded to the Medical Advisory Committee in 
Leon County for its study and recommendation. 
The Committee’s cooperation is greatly appre- 
ciated by this department. These reports included 
those suffering from blackout spells, epilepsy, 
heart attacks, diabetes and alcoholism, and gen- 
eral physical reports. 

In view of the foregoing we believe that there 
should be legislation provided that all persons 
authorized by the State of Florida diagnosing 
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and treating epilepsy or similar disorder shall 
report immediately to the local health officer in 
writing the full name, sex, date of birth and ad- 
dress of every person diagnosed as having epilepsy 
or similar disorder characterized by momentary 
or prolonged lapses of consciousness or control 
which is or may become chronic, provided, how- 
ever, that nothing contained in this section shall 
be construed to authorize persons who are not 
required to make such reports to the loca] health 
officer to certify that any applicant for an oper- 
ator’s or chauffeur’s license is free of epilepsy or 
such disorders so that the Department of Public 
Safety would be in a position to investigate 
these cases. 


Accidents, A Family Problem 


Henry C. STEED Jr., M.P.H. 
ATLANTA, GA. 


Over the years the medical profession has set 
an enviable record, practically eliminating suffer- 
ing and death from many diseases that were once 
claiming the lives of thousands of people. The 
occurrence of such diseases as typhoid fever, 
malaria, smallpox and many others is relatively 
infrequent today. Public health, as a part of the 
broad field of medicine, played a large role in 
attaining this goal. As a public health worker my- 
self, I have had the privilege during the past 12 
years of working with all areas of the medical 
profession in attacking the problems in public 
health. 

As mortality and morbidity have been reduced 
for many of the cripplers and killers of the past, 
accidents have come into the forefront. During 
this time the medica] profession has begun to 
recognize the relation of accidental injury to the 
health of the people. 

The World Health Organization states that 
“health is a state of complete physical, mental and 
' well being, and not merely the absence of 
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disease and infirmity.” Certainly the impact of 
accidental] injury, both fatal and nonfatal, upon 
the people affects their physical state, as well as 
their mental and social well being. There is no 
doubt that the present day medical and paramedi- 
cal person has a responsibility in this field. All 
disciplines must join hands in attacking accidents, 
but first they must recognize the problem in- 
volved and become aware of activities that could 
lead to its control. 

The major portion of the time on this after- 
noon’s symposium has been devoted to the area of 
motor vehicle accidents. I should like to discuss 
accidents as a family problem with particular 
emphasis in the area of home accidents and the 
approaches to prevention from the family point 
of view. 

There are approximately 95,000 deaths each 
year due to accidents of all types. This constitutes 
the fourth leading cause of death in the continen- 
tal United States for all ages and the leading cause 
of death in the most productive years of life, one 
to 35. Approximately 45 per cent of these deaths 
are attributable to motor vehicle accidents. Home 
accidents account for approximately 30 per cent, 
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while all other accidents occur in approximately 
25 per cent of the cases. 

Although the fatal injury rate due to accidents 
is alarmingly high, the number of nonfatal injuries 
due to accidents of all types must not be over- 
looked. It has been extremely difficult to measure 
accurately the nonfatal injuries due to accidents, 
but in recent years morbidity studies have brought 
to the forefront more accurately this aspect of the 
accident problem. The most recent evidence of 
the extreme magnitude of the nonfatal injury 
problem was brought forth by the National Health 
Survey program, which indicates that an estimated 
50,000,000 persons receive injuries involving re- 
stricted activity or medical attention each year in 
the United States. Morbidity studies that we have 
conducted in Georgia indicate that this estimate 
more clearly reflects the actual extent of the 
problem. 

While the majority of fatalities from accidents 
are due to motor vehicle accidents, the picture is 
reversed in the nonfatal injury category. Forty 
per cent of the nonfatal accidental injuries re- 
ported through the National Health Survey pro- 
gram were due to home accidents, while 10 per 
cent were due to motor vehicle accidents. This 
figure, coupled with an estimated 30 per cent of 
the fatal accidents due to home accidents, clearly 
points up that the one place we consider the 
safest place generally proves to be highly unsafe. 

The leading cause of home accidents is falls, 
accounting for more than 10,000 deaths yearly. 
This is closely followed by deaths due to fire and 
explosions in the home. Suffocation, poisonings 
and firearm deaths account for 1,000 or more 
home accidents every year. 

Age is a most important key in the prevention 
of accidents. Many causes of accidents are pre- 
dominantly attributed to certain specific age 
groups. For example, in falls due to home acci- 
dents, we have found that 78 per cent of all the 
deaths due to this cause occur in the age group 
65 years old and older. Burn deaths occur in the 
younger and older age groups. Suffocation in the 
home occurs principally in infants. Poisonings 
are particularly high in younger children and so 
are of great interest to the pediatrician and the 
general practitioner. Home accidents thus be- 
come generally a problem for the younger age 
group and the older age group, while motor vehi- 
cle accidents are predominantly heavy in the 
adult age group. 
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Accidents as a whole are primarily a family 
problem. They cut across the entire family from 
the youngest child to grandmother and grand- 
father. Since they are a family problem, the prac- 
ticing physician, the public health worker, and 
others who have contact and work with the fami- 
lies of this nation should concern themselves 
with the solution to this problem. 


Factors in Accident Occurrence 


The dictionary definition of the word accident 
is a poor one for describing what happens in an 
accident situation. It tends to leave the impres- 
sion that accidents are inevitable and that there 
is not much that can be done to prevent them. It 
further gives the impression that an accident is 
a sudden occurrence and an unforeseen happen- 
ing. Neither is true because accidents are often 
slow in onset and usually are foreseeable, even 
predictable. If a person is able to recognize and 
be aware of the factors leading to an accidental 
occurrence, he stands an excellent chance of 
preventing it. 

There are several factors involved in an acci- 
dental occurrence. This view leads to a concept 
differing from that previously accepted in that 
a home accident should be viewed in terms of a 
sequence of events leading up to a measurable or 
recognizable result, such as injury, death, or 
property damage. 

With this concept it is easy to recognize that 
there are many factors behind an accidental oc- 
currence and that accidents are not something 
that “just happen.” If the physician is aware of 
the basic factors lying behind the accidental oc- 
currence, he will be able to evaluate and do a more 
effective job in preventing this occurrence. Just 
as in disease, there are causes for all accidents; 
therefore, they can be prevented. 

There are two major aspects of accidental 
occurrences found in all of the factors of the 
accident sequence. These are environmental 
aspects and human aspects. Accidental occur- 
rences always involve one or both of these aspects, 
usually both. 

The environmental aspects include the many 
adverse conditions introduced through the en- 
vironment of man, such as the home itself. Poor 
construction, slippery floors, loose stair treads, 
poor storage of poisons and medications—all are 


environmental aspects where control measures 


can be practiced. The human factor is the least 
tangible and the most difficult to recognize and 
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to measure. It involves human behavior and the 
change of such behavior to prevent accidents. It 
also involves such things as crippling conditions, 
haste, fatigue, and the most intangible of all, 
poor judgment. 

These aspects and factors of accident occur- 
rence are all directly related to the family and 
the home in which the family lives. Each and 
every person must accept accident prevention as 
a way of life, just as he has accepted the brushing 
of the teeth and the washing of the hands as a 
personal hygiene way of life. The practicing phy- 
sician can contribute greatly to the solution of 
this most complex problem of accidents. 


What the Physician Can Do 


Much effort has been made in the field of ac- 
cident prevention in years past by many organ- 
izations and agencies. For example, police agen- 
cies have attacked the traffic safety problem with 
much vigor. Industrial safety engineers have an 
enviable record in the reduction of occupational 
accidents through safety education and changes 
in the working environment. A few years ago it 
was recognized by such agencies as the National 
Safety Council, the United States Public Health 
Service and the W. K. Kellogg Foundation that 
little coordinated effort was being carried out in 
the area of home accident prevention. At this 
time the health departments of the states were 
urged to enter the field of home accident preven- 
tion mainly because of their close contact with 
the families. Some of their programs have since 
been expanded into the entire area of accident 
prevention. 

During the last five years it has been amply 
illustrated that the medical and public health 
professions can apply their skills and knowledge in 
many ways in the field of accident prevention. 
Public health departments, which have been plac- 
ing more and more emphasis on the problem of 
accidents, are uncovering knowledge as to how 
they can apply their skills and technics to the 
preventive aspects of this problem. In the past 
I fear that those working in the area of safety 
placed a great deal of emphasis on the personal or 
individual approach to accident prevention. What 
is needed is a family approach in an effort to 
establish good, safe practices as a normal, accept- 
able vay of life. In this respect it is imperative to 
get parc >ts to instill in their children an aware- 
ness of the situations with which they may be 
faced during life that could result in injury. Until 
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the individual, through family living, learns to 
recognize situations that could lead to injury or 
death, I fear that growing reductions in the acci- 
dent prevention field wil] not be realized. The 
individual must recognize these situations through 
normal instinct and reaction and can only do so 
by good, safe practice within the family structure 
of the home. 

The physician who treats the various ills of 
the individual members of the family is in an 
enviable position to prevent accidents. He has a 
unique potential in reducing the accident prob- 
lem. In view of this, the physician must assume 
responsibility in this field. 

It has been illustrated that person-to-person 
contact in safety education is the most effective 
method of getting across the accident prevention 
message. The physician, in his relationship to 
the patient, is in a position to teach practical 
accident prevention at the most effective time. 
The mother who brings the child to the pediatri- 
cian for the treatment of a burn injury is at this 
time more in a frame of mind to receive good, 
practical safety teaching than she will ever be 
at any other time. 

It has been experienced in the past that the 
ccurrence of an accident to an individual within 
a family can be a stepping stone to a teaching 
experience to prevent recurrence of this and other 
accidents withint the same family. Morbidity 
studies conducted by the Georgia Department of 
Public Health in the past few years have indicated 
many cases in which there have been several acci- 
dents within the family apparently related to the 
environment in which the family lives or the 
emotional atmosphere of the family life. It stands 
to reason that in the physician-patient relation- 
ship, particularly when the patient has suffered 
an accidental injury, the person-to-person contact 
of safety teaching can go far toward reducing 
the number of accidents occurring within the 
family. 

One of the greatest problems in the accident 
prevention field has been the lack of morbidity 
information on accidental injuries. The physician 
can render a most important service to the field 
ot accident prevention by cooperating with agen- 
cies responsible for accident prevention in fur- 
nishing data on injury cases treated by him. In 
order that practical measures of prevention may 
he developed by safety agencies, all of the basic 
factors in the sequence of events leading up to 
an accidental occurrence are needed in order to 
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‘ormulate specific preventive measures. The phy- 
sician can render an important service by cooper- 
iting with his health department or other agen- 
ties in his community in providing information 
yn accidental injuries that come to his attention. 

The physician is a highly respected person in 
the community, and his opinion is highly regarded 
by all with whom he comes in contact. He can 
render an important service to the community by 
lending his support to agencies in the community 
charged with the development of accident preven- 
tion programs. His influence in getting good and 
practical accident prevention legislation passed 
for the protection of the community can be in- 
valuable. He has a fund of scientific knowledge 
that can be most effectively used in developing 
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workable laws that can reduce accidents and be 
practically enforced without hardship on the 
community. 

No one agency alone can ever hope to do the 
job in this field that lies ahead. It must be a co- 
operative effort of all responsible agencies and 
individuals in the community pulling together 
in a workable program. Such agencies as the 
police department, fire department, health depart- 
ment, building inspection department, local safety 
council, and others may be charged by law or 
otherwise with responsibility in this field. The 
practicing physician can lend a great deal toward 
making the programs of these agencies more 
meaningful, more workable, and in the long run, 
successful. His help is badly needed. 

















Special Page to Contain Items 
Of Current Interest 


The Editorial Board of The Journal has decided to establish a special page in 
each issue devoted to items of current interest and last minute news releases which 
should be brought to the attention of the members of the Florida Medical Associa- 
tion. It is probable that the material contained on this page will be devoted most 
frequently to legislative matters, medicolegal and insurance affairs, current medical 
news items of general interest, and similar material. Such a page will not neces- 
sarily appear with each issue, but only as the need for it should arise. 


It is suggested that any member of the Association wishing to submit material 
for this page contact a member of the Editorial Board in his vicinity. This will then 
be forwarded to the undersigned or to Tom Jarvis, Managing Editor. Deadline for 
this last minute information should be the fifteenth of each month prior to publica- 


tion of The Journal. 


It is suggested that the folllowing physicians be contacted by any member wish- 
ing to utilize this special page: Dr. Edward R. Annis, Miami, Chairman of the 
Committee on State Legislation; Dr. H. Phillip Hampton, Chairman of the Com- 
mittee on National Legislation; Dr. Kenneth A. Morris or Tom Jarvis, Jacksonville; 
Dr. John M. Packard, Pensacola; Dr. W. Dean Steward, Orlando. Suggestions and 
comments concerning the proposed new page and its contents will be welcomed by 


the Editorial Board. 





Haw ey H. Serer, M.D. 
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Hereditary Chronic Nephritis 


Joun B. Neat, M.D. 
JACKSONVILLE 


There have been various reports in the medical 
literature concerning a hereditary type of nephri- 
tis designated as hereditary interstitial pyelone- 
phritis,1 familial nephritis,2 hereditary nephri- 
tis, hereditary familial congenital haemorrhagic 
nephritis, congenital hereditary hematuria,® 
hereditary hematuria,® and hereditary chronic 
nephritis.7 

This is a presentation of three cases of chronic 
nephritis in the same family which seem to fit 
this hereditary type of nephritis. These cases are 
those of a mother and two of her sons. 

Perkoff and his associates? studied a large 
family of 168 members, 49 of whom had definitely 
abnormal urines. Of the 49 affected, eight were 
males and 41 were females. The clinical findings 
were usually pyuria, hematuria, proteinuria and 
cylindruria. The disease seemed to progress faster 
and was more severe in male members. Intra- 
venous pyelograms were normal in affected mem- 
bers of the family. It was not unusual for bacteria 
to be cultured from the urine, and the urinary 
findings seemed to clear somewhat on antibiotics. 
Of those who died in uremia, the autopsies show- 
ed varying degrees of interstitial fibrosis and 
lymphocytic infiltrations and hyalinized glomeruli. 
Some kidney specimens contained interstitial foam 
cells. Clinically, some of the members of the 
family with urinary findings also had high tone 
deafness and some without urinary findings had 
high tone deafness. This relation was not clear. 
These authors explained the mechanism of in- 
heritance on a sex-linked dominant basis. In 
their cases the patients apparently did not go 
through clinical stages of acute nephritis or show 
signs of nephrosis. In most cases the disease was 
discovered on routine urinalysis. 

Sturtz and Burke® of the Mayo Clinic studied 
several families with a syndrome of hereditary 
hematuria, nephrosis, and deafness usually trans- 
mitted as an incompletely sex-linked dominant 
trait. They found in their cases that progressive 
fatal renal disease was inevitable in male mem- 
bers, but in the women members of the family 
the syndrome was relatively benign except during 
pregnancy, when hypertension, edema and other 
signs of toxemia appeared. 


Report of Cases 


In the three cases presented here, the mother, 
age 39 years, has had a chronic mild (1 plus to 
2 plus) albuminuria and pyuria in catheterized 
specimens for many years which seemed to become 
worse during pregnancies. She has had several 
normal intravenous pyelograms, and the non- 
protein nitrogen has always been in the normal 
range. 

Her oldest son, age 16 years, has had chronic 
nephritis since the age of six when he was found 
to have red blood cells, casts and albumin in the 
urine on a routine urinalysis. He has continued to 
run 2 plus to 4 plus albuminuria with red blood 
cells, white blood cells and casts in the urine. 
Over the past eight years, he has been studied in 
four large medical centers with negative findings 
except for the abnormal urine and occasional 
urine culture of a hemolytic staphylococcus albus 
from the urine. The negative findings included 
negative urine cultures for tuberculosis and normal 
amino acid studies of the urine. The urinary 
findings clear somewhat on antibiotics, but never 
completely. Several intravenous pyelograms were 
normal. On a routine preschool examination on 
Sept. 29, 1958, the urine showed specific gravity 
1.015, albumin 4 plus, sugar negative, red 
blood cells 21 and white blood cells 10 per 
high power field, hyaline casts 38, hyalogranular 
casts 16, and granular casts 3 per 40 low power 
fields. The physical examination including retinal 
study was entirely normal. The blood pressure was 
110/70 mm. Hg. There was no edema or history 


Urinalysis: Specific gravity 1.013, albumin 4 plus, 
glucose negative, and red blood cells 8 to 12 per high 
power field. 





Reticulocytes 0.4% Red blood 

cells 2.94 mil/cmm 
Nonprotein Hemo- 

nitrogen 128 mg% globin 7.8 Gm/100 cc 

Total protein 5.9 Gm% Hematocrit 24 
Albumin 4.5 Gm% White blood 

cells 6,050 
Globulin 14 Gm% stab forms 3 
A/G ratio 3.2 segmented forms 47 
Sodium 151.1 mEq/1 eosinophils 3 
Potassium 4.9 mEq/1 basophils 1 
Chloride 106 mEq/1 lymphocytes 46 
Carbon dioxide 18.0 mEq/1 Sedimentation 

rate 35 mm/hr 
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edema. The boy looked pale and admitted easy 
tigue. Laboratory studies during hospitalization 
Baptist Memorial Hospital on Oct. 28, 1958, 
owed the following values: 


oO eA 


wn 


Urine culture yielded a hemolytic staphylococcus albus 
‘sistant to tetracycline and sensitive to Chloromycetin, 
iradantin, erythromycin and penicillin. 


Urine concentration test: 
Amount in Cubic 


Le niiend 





Time centimeters Specific Gravity 
10:00 a.m. 390 1.009 
11:00 a.m. 275 1.01) 
12:00 p.m. 185 1.011 





An electrocardiogram and a roentgenogram of the 
chest were normal. 

As the laboratory studies show, this boy is 
now in a moderately advanced state of uremia. 

The next son, age 12 years, by a second 
marriage (half-brother of the boy age 16) was 
found to have abnormal urinary findings at the 
age of six years on a routine check-up. He has 
also been extensively studied in several large 
medical centers in the past six years with negative 
results except for abnormal urine and occasional 
culture of hemolytic staphylococcus albus. He 
has also had several normal intravenous pyelo- 
grams. On Sept. 29, 1958 on a routine preschool 
examination his urine showed specific gravity 
1.017, albumin 2 plus, sugar negative, red blood 
cells over 300 and white blood cells 12 per high 
power field, and hyaline casts 2 per 40 low power 
fields. On physical examination, except for being 
slightly overweight, he was entirely normal. The 
blood pressure was 108/70 mm. Hg. The retinal 
examination was normal. There was no edema 
or history of edema. The nonprotein nitrogen 
and other blood studies have always been normal. 
Laboratory studies at Baptist Memorial Hospital 
on Feb. 7, 1959, showed urine specific gravity 
1.014, albumin 3 plus, sugar negative, white blood 
cells 1 to 2 per high power field, red blood cells 
loaded, nonprotein nitrogen 27.5 mg. and urea 
nitrogen 16.0 mg. per hundred cubic centimeters. 
Urine culture showed hemolytic staphylococcus 
albus resistant to tetracycline and Chloromycetin 
and sensitive to Furadantin, erythromycin and 
penicillin. The urinary findings clear somewhat on 
antibiotics, but the abnormal findings always 
recur. 

The youngest son, age 10 years, has shown 
no abnormal urinary findings. There are no 
daughters. Adequate history on the grandparents 
is not available. The fathers have shown no ab- 


normal urinary findings. 
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Discussion 

Perkoff and his associates? characterized this 
disease as hereditary chronic nephritis of unspeci- 
fied type with a high incidence of superimposed 
renal infection and normal intravenous pyelo- 
grams. 

In none of the three cases presented here have 
the patients ever shown any signs of acute nephri- 
tis or the nephrotic syndrome. Cholesterol levels 
have remained in the normal range in both boys 
(under 250 mg. per hundred cubic centimeters). 
There has also been no indication of hearing im- 
pairment although audiograms have not been 
made. 

The question may arise as to whether or not 
this is a hereditary tendency to acute nephritis. 
None of the reported cases have been character- 
ized by acute nephritis. The disease is discovered 
on routine urinalysis and progresses slowly. In 
acute nephritis, most patients recover, but in 
hereditary nephritis there have been no recoveries 
reported. One wonders how many cases of chronic 
glomerulonephritis fall into this hereditary type 
and are not recognized. For instance, in a small 
family, if only one boy shows the disease, the 
mild relatively benign condition in the mother 
or a sister may be overlooked, and the hereditary 
aspect would not be apparent. When a child is 
found to have chronic nephritis, other children in 
the family and the parents should be carefully 
studied for chronic nephritis. The hereditary 
defect in this disease is unknown at this time. I 
have seen no reports of cortisone being used in 
this condition, probably because of the superim- 
posed infections. Cortisone has not been tried in 
the three cases presented here. 

In view of the infectious element in this dis- 
ease, the two boys and their mother were sent to 
Dr. John Ross at the Jacksonville Blood Bank 
for electrophoretic studies to rule out agamma- 
globulinemia. As shown in figures 1, 2 and 3, the 
paper electrophoretic patterns are almost identical. 
The percentage of albumin is lower than the 
normal range, and the percentage of beta and 
gamma globulins is greater than the normal range. 
The exact significance of these findings is not 
clear. Gross® in a recent review of causes of 
hypergammaglobulinemia stated: “Acute infec- 
tions first cause a rise in alpha globulins and a 
fall in serum albumin. It is only when the infec- 
tion is sufficiently prolonged or produces a local 
lesion, such as an abscess or endocarditis focus 
from which antigenic material and breakdown 
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Figure 1. 
Boy—Age 16 
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ALBUMIN 42 55-6! 
GLOBULINS 
ALPHA-~I 6 4-6 
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BETA 21ers 
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Figure 2. 
Boy—Age 12 


products are absorbed, that a really significant 
rise in gamma-globulin levels occurs. Chronic 
granulomatous infections, such as_ tuberculosis, 
leprosy, lymphogranuloma venereum, kala-azar 
and visceral larva migrans, are most often asso- 
ciated with marked hypergammaglobulinemia. 
The rise may reflect the formation of specific anti- 
body or nonspecific ‘inert’ gamma globulin or 
both.” 

Some of the other conditions which are listed 
as causing hypergammaglobulinemia are nephritis, 
rheumatic fever, histoplasmosis, liver diseases, 


severe malnutrition, neoplasms, dysproteinemias, 
connective tissue diseases (“‘collagen” diseases) , 
granulomas, and some dermatologic disorders. It 
is possible that the increase in globulins in the 
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Figure 3. 


Mother—Age 39 


cases presented here is a nonspecific reaction which 
is seen in the chronic diseases listed. 


Summary 


Three cases of a hereditary chronic type of 
nephritis in a mother and two of her sons are 
presented. The literature is reviewed. Clinically, 
the disease is a chronic nephritis with some super- 
imposed renal infection. Intravenous pyelograms 
give negative results. The disease is severe, 
progressive and fatal in males, but often mild and 
relatively benign in females. The inheritance is 
apparently on the basis of some complex sex- 
linked or sex-influenced trait. The hereditary 
defect in this disease is unknown at this time. 
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ABSTRACTS 


The Combined Treatment of Cervical 
‘ancer. By Courtlandt D. Berry, M.D., South. 
I. J. 52:678-680 (June) 1959. 

As the author states, this paper is offered as 
in emphasis to some melancholy facts about 
sross invasive cervical cancer as seen in private 
practice; namely, that this disease is common and 
iethal, and its treatment hazardous, expensive, 
and often unsatisfactory. A series of 50 cervical 
carcinomas is reported, approximately one-third 
each being treated by irradiation alone, radical 
surgery alone, and a combination of these meth- 
ods. From his experience the author arrived at 
nine conclusions which led him to his present 
“combined treatment.” The method now em- 
ployed consists of 2,000 r irradiation, followed in 
four weeks by 5,000 mg.hr. radium, in turn fol- 
lowed in four to six weeks by radical surgery. 
TESPA is administered at the time of radium 
application and repeated at the time of operation. 

in 

Intestinal Duplication Cyst of Abdomi- 
nal Origin Presenting in Thorax. By Harold 
C. Spear, M.D., Dewitt C. Daughtry, M.D., and 
John G. Chesney, M.D. J. Thoracic Surg. 
37:810-814 (June) 1959. 

The purpose of this article is to report a case 
in which an intestinal diverticulum extended 
through the right diaphragm to present as a large 
cystic mass in the right hemithorax. This anoma- 
ly is essentially an intestinal duplication which 
retains connection, either open or closed, with 
its point of origin from the small intestine but 
which is sequestered in the thorax by the form- 
ation of the diaphragm. It is one of the many 
anomalies producing serious symptoms in in- 
fancy which, if recognized and appropriately ex- 
tirpated at an early age, is amenable to complete 
cure. In the case reported the diverticulum orig- 
inated from the small intestine and traversed the 
right diaphragm to present in the right thorax 
as a large cystic mass which compressed the tho- 
racic structures to produce symptoms of cough, 
respiratory difficulty and cyanosis in a three week 
old infant. In the three cases previously reported 
the thoracic diverticulum was in open communica- 
tion with the small intestine, but in the present 
case the cystic lesion was attached to the small 
intestine in the region of the retroperitoneal duo- 





denum by means of a blind stalk. Operative 
approach was by right thoracotomy. The cyst 
was found to have produced total atelectasis of 
the right lower lobe. Fortunately, the entire cyst, 
together with its subdiaphragmatic extension and 
a portion of the stalk, could be excised from the 
thoracotomy approach, thereby averting the pos- 
sibility of a secondary abdominal operation. 


aw 

Roentgen Change in Disease of the Ap- 
pendices Epiploicae. By David Kirsh, Ph.D., 
M.D., and Rudolph E. Drosd, M.D. Am. J. 
Roentgenol. 81:640-649 (April) 1959. 

Acute disease of the appendices epiploicae is 
relatively unknown to radiologists although famil- 
iar to most surgeons. In 1953, 102 cases were 
collected in the surgical literature, but these au- 
thors found no report in the American radio- 
logic literature concerning acute afflictions of these 
structures. Since the diagnosis is practically al- 
ways made only at the time of celiotomy for a 
“surgical abdomen,” few patients have had pre- 
liminary roentgenographic studies with barium. 
The authors were able to collect seven surgically 
proved cases of gangrene, torsion or inflammation 
of an appendix epiploica, which they describe, 
together with the roentgen findings in four of the 
cases. In three cases barium enema studies re- 
vealed different findings in each case. In one 
case the abnormality simulated an encircling car- 
cinoma; in the second case there was evidence of 
an extrinsic mass and in the third case, of spasm 
and edema of the mucosal folds. A scout roent- 
genogram in a fourth case disclosed reflex ileus. 

The authors point out that the clinical diag- 
nosis is usually elusive in patients with inflam- 
matory conditions of the appendices epiploicae. 
They observe that with the assistance of adequate 
clinical information, the diagnosis of torsion, 
thrombosis, gangrene or inflammation of an ap- 
pendix epiploica may be suggested in the presence 
of certain changes on a barium enema study or a 
scout roentgenogram, if not as a primary diag- 
nosis, then at least as a diagnostic possibility. 





Members are urged to send reprints of their 
articles published in out-of-state medical jour- 
nals to Box 2411, Jacksonville, for abstracting 
and publication in The Journal. If you have 
no extra reprints, please lend us your copy of 
the journal containing the article. 














It’s Later Than You Think 


That this is an election year cannot be questioned. Simply enough, 1960 is 
evenly divisible by four. Equally simple are the concomitants in legislative circles 
of election year portents that protrude into our consciousness from the mass of run- 
of-the-mill type of legislation emanating from the Capital. 


Apparently, the well-being of our senior citizens is not of sufficient importance 
in itself to warrant thorough study of the needs of those over 65, the actual numbers 
of those requiring assistance, the available agencies and services state by state, and 
the most democratic method of financing whatever plan evolves. The fact that the 
White House Conference on Aging will not be held until January 1961 is no deterrent 
to those who would “point with pride” to any bill that a major political party had 
sponsored and passed for the old folks, primarily to assure their vote. The years 
never seem to prove to any segment of the voters that ‘“‘you don’t get something for 
nothing”—that give-away programs have to be paid for. 


Whether or not such momentous legislation is passed before this page is printed 
or before this session of the Congress goes into blessed adjournment, we physicians 
individually and as an organized group must continue the unending battle to direct 
that which we alone are trained to do—to promote the care and preserve the health 
of the citizens of this nation. 


If selfish politicians are to attempt to tell doctors how medicine is to be practiced, 
beginning with the treatment of those over 65, and this would be only the beginning, 
then surely it would be no paradox for physicians to attempt to tell politicians what 
laws to pass, including some that might inure to their benefit at the polls. 


Our traditional aloofness as physicians to things legislative and fiscal on the na- 
tional scene has been a thing of the past for the past decade. We are apparently in 
this for keeps. That means that we must use all that we have—wits, funds, votes— 
to influence the shaping of the platforms of both parties and the nomination of both 
candidates and then campaign regardless of party for the one who holds the greatest 
promise—not makes the most promises—to stand and fight for that which we have 
been trained to expect—to practice our profession for the greatest good of all the 
people, unhampered and unencumbered by so-called third party intervention. It’s 
later than you think! 


LM. deathtl 
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Communication 
III. Medical Care Insurance Companies 


Those pesky medical insurance forms have 
caused each of us doctors to swear at one time or 
another. They have also caused our collection 
percentage to climb, and have been partly respon- 
sible for preventing greater inroads by the federal 
government into the practice of medicine. If 
medical care insurance is so good for doctors in 
general, why does it so often aggravate the indi- 
vidual doctor? 

His complaints may be numerous: the mul- 
tiplicity of forms and questions; the lack of car- 
bon copies for his files; the implication of fee 
setting, whereby he is either liable to be consider- 
ed a fee gouger if his fee exceeds the allowable 
limit, or he finds himself submitting a lower fee 
in keeping with the insurance schedule and then 
having to hire extra clerical help to complete the 
forms. Another complaint concerns the curious 
paradox that a patient, dissatisfied with the 
coverage received, is all too apt to blame the 
doctor, rather than the insurance salesman who 
implied that all costs would be covered, or the 
patient himself for failing to read and understand 
his policy. Then, too, the doctor may be angered 


by the patient who does not pay his bill after 
having been reimbursed by insurance, and he is 
perplexed by the frequent finding that because 
one patient may have two or more policies, the 
patient will make a “profit” from being hos- 
pitalized. 

These and other complaints are discussed, and 
a most lucid description of the present status of 
medical care insurance is presented by C. Mar- 
shall Lee Jr., M.D., in a recent essay in the New 
England Journal of Medicine.! Dr. Lee, Assistant 
Medical Director of the John Hancock Mutual 
Life Insurance Company, has reviewed the sub- 
ject of medical care insurance so completely that 
no editorial could justly summarize it but only 
urge that it be read by each physician in private 
practice, by the officers of all insurance companies 
offering medical care coverage, and by the offi- 
cials of groups or unions who purchase group 
policies. 

It is not surprising that many problems exist 
in such a rapidly expanding field (130,000,000 
persons are now “covered” by voluntary medical 
care insurance plans) which is so financially im- 
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portant (premiums paid in 1958 exceeded four 
and one-half billion dollars). They can be solved 
only by better understanding all around. The 
insurance companies must understand why it is 
impossible to tie a price tag to each and every 
medical and surgical procedure, why complicated 
and dissimilar forms are slow in being com- 
pleted, and why it is important to emphasize what 
is not covered as well as what is covered by their 
policy. The patient must understand the limi- 
tations of his coverage, and should again be 
brought to realize that it remains his personal ob- 
ligation to pay the doctor’s fee whether or not he 
has purchased insurance to help defray such 
expenses. Finally, the doctor must better under- 
stand the differences between types of policies— 
indemnity versus service, major medical versus 
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comprehensive, et cetera—and must continually 
be made aware of the danger of bankrupting vol- 
untary medical care insurance, with government- 
subsidized schemes an inevitable result, by agree- 
ing to unnecessary hospitalization or by insidious- 
ly raising fees with each increase in coverage 
offered by insurance companies. 

Only better communication between insurance 
companies, patients, and doctors will solve the 
present problems and abuses, and enable the 
voluntary prepayment plans to be broadened and 
strengthened. This improved communication is a 
necessity if we wish to quell the growing demand 
for federal intervention in the practice of medi- 
cine. 5 ¥. 

1. Lee, C. M. Jr.: Challenge of Medical-Care Insurance: An 


Essay on Principles, Philosophies and Practices, New Eng- 
land J. Med, 262:332-342 (Feb. 18) 1960. 





Tuberculosis: The Time Is Now 


During the past half century scientific ad- 
vances and improvements in community health 
standards as well as in the standard of living 
have helped push back tuberculosis. The last 
decade has shown a marked fall in the death rate 
and case rate of tuberculosis, but a time for plan- 
ning has come. The United States Public Health 
Service and the National Tuberculosis Association 
asked a small group of national tuberculosis lead- 
ers to define the present gaps in our program of 
handling tuberculosis and to suggest what actions 
were needed. Eighteen conferees deliberated for 
three days at the Arden House, Harriman, N. Y., 
in November 1959. Their recommendations con- 
stituted The Arden House Report. 

It is entirely feasible that human tuberculosis 
can be completely eradicated as a force in the 
United States, just as bovine tuberculosis has 
been eradicated. The time is auspicious, but 
whether society chooses to put itself to the trou- 
ble of attaining this goal remains to be seen. 

Varied public health measures have already 
eliminated several diseases from this country— 
yellow fever, malaria and typhus fever by remov- 
ing the vector; smallpox by immunizations. Now, 
by the widespread application of chemotherapeu- 


tic treatment of all known and unknown existing 
reservoirs of tubercle bacilli, human tuberculosis 
can be eradicated. The unique aspect of this 
recommendation lies in its emphasis on such 
chemotherapy primarily as a public health tuber- 
culosis control measure—to sterilize all existing 
tubercle bacilli. 

This concept connotes a new principle to many 
physicians, that is, widespread use of antibiotics 
for elimination of sources of infection. Isoniazid 
is the key to this concept—used continuously, 
without interruption, alone or in combination 
with other drugs over adequate periods of time, 
90 per cent of patients can be rendered nonin- 
fectious and 95 per cent if surgical cases are 
included. Persistent acid-fast strains are causing 
more new infections, but only when the current 
irregular and disorganized haphazard methods of 
therapy are being applied. We are working 
against time to prevent the swelling of this minor- 
ity of drug resistant bacilli. 

It would be unrealistic to minimize the enor- 
mous effort that would be involved to get. this 
campaign started. Many gaps must be filled. 
Former patients made inactive by older methods 
are frequently overlooked; efficient case registers 
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lo not exist in many communities; too many pa- 
ents are still being discharged against medical 
idvice from tuberculosis hospitals; and the shift 
‘o good outpatient long term care after initial 
1ospitalization has been inadequate. There are 
nadequate social services such as education for 
care of the patient and his family; inadequate 
occupational adjustment and retraining of the 
yatient; inadequate detection programs; inade- 
quate identification and follow-up of contacts; 
inadequate reporting of inactive and active cases 
and deaths from tuberculosis; and inadequate 
diagnostic facilities for physicians as well as inad- 


EDITORIALS AND COMMENTARIES 47 


equate consultation for home care. To fill in 
these gaps there must be enthusiastic cooperation 
of the medical profession both as individuals 
and as members of organizations, of the munici- 
pal, county, state and national health officers, and 
of the lay and professional members of voluntary 
health organzations. It is hoped that all persons 
even remotely interested in public. health will 
study these recommendations and consider apply- 
ing them in their own situations. The time is 
ripe. The “Big Push Is On.” 

Henry M. Yonce, M.D. 

PENSACOLA 





Venture In Medicine 


At first thought it would seem helpful if I, 
or someone, could stand here at the Professors’ 
Hour and tell you how to achieve the best in 
medicine. As Juniors and Seniors you are already 
launched on the way towards your goals; yet at 
the same time the end points you seek are prob- 
ably hazy and anything but clear. This is the 
way it should be. If I could point out the fine 
achievements you should strive to attain, or the 
medical honors which would furnish a goal for 
you, I would do you a disservice. The venture in 
medicine lies in another direction. 

In a complex society it becomes necessary to 
appraise individuals quickly. Medicine does not 
escape this need. Choices must be made for hos- 
pital staff positions, for research grants, for teach- 
ing positions, for lecturers, even for the authors 
of books we read. It is natural that objective 
measures be sought and used in making these 
selections. 

What has the man done? What are his titles, 
what books has he written? List his collection of 
professional organizations, and name his honors. 
The longer this curriculum vitae, the more im- 
pressive the applicant. This approach seems to 
be necessary today, but this does not make it 
good. 

This practice tends to place emphasis on 
reaching objectives which can be easily measured 
by others. It sets narrow limits on a man—gives 


A talk before the Juniors and Seniors of the University of 
Miami School of Medicine at the Professors’ Hour, May 26, 


1960. 


him direction, yes—but hinders individuality. 
Carry this through and we would all fit a mold, 
we would look alike, we would aim alike. By this 
trend we could stifle the very spark we need the 
most. 

You are full of questions, uncertainties, and 
an enthusiasm which fills your life and _ spills 
over into others. The things that need to be done, 
the unknowns to be answered, and the many roads 
of a medical life make you impatient to be about 
it. If this is not true, then you had better look 
about you, for somewhere along the way you have 
missed something—something essential. 

The different fields of medicine have taken 
on some sort of prestige stratification. Research 
is higher than teaching or vice versa. Specializa- 
tion gives luster which general practice lacks. Full 
time employment finds itself on a different rung 
than does private practice. These differences will 
vary with time and place and are superficial be- 
cause they are not based on true worth. 

Medical careers seem to divide themselves 
into four broad fields. These are patient care, 
teaching, research and administration. Opportuni- 
ties exist in each of the four or in combinations. 
When you have chosen the road you are to take, 
whether by chance or by plan, you can find a 
full, useful and rewarding life. No one of these 
is higher or lower, better or worse than the 
others. 

Hold fast to any creativeness you may have. 
Keep your uncertainty, your venturesomeness in 
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ideas, and retain your desire to question and to 
wonder. This is necessary if you are to achieve 
excellence in any of the medical fields. 

Always remember that your life is tied in with 
an interest and love of man. There will always 
be the need to learn more and more about him 
and to follow man as he interacts with his en- 
vironment, which is forever changing. 

It is not sufficient that you focus your effort 
and energies into things which directly concern 
medicine. It is important to become aware of the 
truth and beauty of color, form, and sound. A 
knowledge of the interrelationships of the present, 
past and future must be gained. Ideas must be 
shared and there must be a search for answers 
to purpose—to being. A sense of responsibility 
must be developed towards family, community 
and even broader circles. It is these things along 
with an appreciation of little simple everyday 
things which enrich life and which bring under- 
standing and humility. 

In this way, as one pursues his medical career, 
he lives and grows and becomes much more than 
just what he accomplishes. Love, understanding 
and wisdom are born. Here is the venture in medi- 
cine, the venture of life itself. 

I should like to thank the Seniors for our 
Monday afternoon conferences. I have enjoyed 
these each week and I have learned something 
at each conference, said something, or gained a 
concept that would never have entered my mind 
if it had not been for you. You have the enthusi- 
asm, the questioning, the uncertainty of which 
we spoke earlier. Keep all this and you will find 
the true venture in medicine. 


FRANZ H. Stewart, M.D. 
CLINICAL PROFESSOR OF MEDICINE 
UNIVERSITY OF MIAMI SCHOOL OF MEDICINE 





Florida Medical Association 
1960 Golf Tournament 


The annual Florida Medical Association Golf 
Tournament was held at the Selva Marina Coun- 
try Club in Atlantic Beach during the Annual 
Meeting of the Association in Jacksonville. 

The Duval County Medical Society Trophy 
for low net was awarded to Dr. James T. Shelden 
of Lakeland, and the Orlando Loving Cup for low 
gross to Dr. George M. Stubbs of Jacksonville. 
The names of the winners were announced at the 
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buffet dinner and dance sponsored by the Wom- 
an’s Auxiliary for physicians and their wives. 

Other physicians awarded prizes included 
Drs. Joseph C. Von Thron, Cocoa Beach; Frank 
B. Hodnette, Pensacola; Joseph W. Taylor and 
Zack Russ Jr., Tampa; Nathan Weil Jr., William 
H. McCullagh, Harry W. Reinstine Jr., Howard 
C. Duckett, E. Frank McCall and William J. 
Knauer Jr., Jacksonville. 





First Medicolegal Seminar 
University of Florida 


The witness began to testify. His statements 
were a stream of confusing, Latin-sounding terms. 
To him—a physician and expert witness—the 
testimony was perfectly clear. It was an explana- 
tion of a medical problem and had to be explain- 
ed in medical terms. 

The lawyer heard a confusing jumble of 
syllables without much clear meaning, and it was 
not just an isolated occurrence. Most of the law- 
yers’ civil case work consists of sifting, threading 
and understanding such talk. Seven out of 10 
civil cases today involve medical testimony. 

One crop of fresh young barristers, the grad- 
uating class of June 1960 at the University of 
Florida, will be able to nod intelligently at the 
complicated medical terms—and mean it—when 
they enter practice. Twenty sixth-semester law 
seniors are enrolled in a pilot Medicolegal Semi- 
nar at the University this semester, placing them 
in a group of students from about 30 other law 
colleges in the nation which now offer this type of 
training. They are particularly fortunate, how- 
ever, for they are on a campus that has a medi- 
cal college, also. While others have recognized the 
need for this type of background, they often have 
had to rely on a single doctor in many cases to 
conduct the entire medical portion of such pro- 
grams, 

Each week, law seniors hear a different medi- 
cal expert in some new area of medicine. The 
course was timorously offered with some hope 
that enough students would enroll to justify 
scheduling the seminar. Only the first 20 were 
admitted and nearly as many more were turned 
away. The interest is not confined to law stu- 
dents. Many medical students and nursing stu- 
dents have requested permission from Law Profes- 
sor Leonard Powers to enroll or even audit the 
course. 
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Powers coordinates the medical and legal 
spects of the course for the students, relating 
1edical information to legal practice. Dr. Richard 
‘, Smith, College of Medicine, arranges the Col- 
ge of Medicine’s portion of the program, lining 
p lecturers and assisting in scheduling among 
ther tasks. 

“Unfortunately, we could not accept any fur- 
her enrollment this semester,’ Powers explained. 

Perhaps the experience gained this semester will 

allow us to expand the program in the future. 
it may be that a reverse situation will develop, 
also, where the medical students can arrange a 
seminar with the law faculty. Right now, though, 
| cannot even guess what development the future 
will hold for the course.” 

Students enrolled in the course attend a two 
hour session weekly and receive two hours’ credit 
for the seminar. There is no text for the course 
since it is a relatively recent development in the 
field, but there are two shelves of medical books 
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for the week’s specialty are made from this collec- 
tion of books, chosen after consultation with 
members of the medical and law faculty. 

At the seminars, the students hear a different 
doctor each week, who speaks on his specialty for 
30 to 40 minutes. Following a formal presen- 
tation which usually includes models, drawings, 
x-rays and other visuals, the session is thrown 
open to discussion and questions. 

Student acceptance of the new course is at- 
tested by the fact that there has not been a 
single absence all semester. ‘Several times this 
semester, I have had to break up the question 
session more than an hour after scheduled class 
time,” Powers said. “I believe the students 
would have been there yet—if the doctor had the 
time and I had let them continue.” 

Lectures and classrooms are not the only 
factors involved in the seminar. A list of seminar 
participants is supplied to the College of Medi- 


in the library of the Law College. Assignments.» cine at the beginning of the year. Then as autop- 





Professor Leonard Powers, University of Florida College of Law, discusses legal aspects of medical problems, 


here illustrating the lecture to the first Medicolegal Seminar at the University with the aid of a skeleton. 
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sies are scheduled, law students are called—two 
at a time—to view the autopsy. 

“This course is not just the vehicle for fash- 
ioning another tool for the lawyer to use in his 
practice, however,” Powers cautioned. “I feel 
this is something that will do more in the long 
run to clear up some of the misunderstandings 
that now exist between the professions of medi- 
cine and law than perhaps any other single thing.” 

Not only does the law student see the exacting 
nature of the work undertaken by doctors, but 
he comes to understand the demands placed upon 
his time and efforts by the calling he has chosen. 

Only once to date has a lecturer not been able 
to meet with the seminar. This cancellation 
served to emphasize the suddenness of demands 
upon physicians. The lecturer was in surgery, 
and the reason for his unavoidable absence was 
explained to the class. 

Powers’ enthusiasm for the venture is shared 
by the faculty of the College of Medicine. This 
represents a logical extension of the philosophy 
that underlies the entire program of the college. 
From the start it has been emphasized that the 
graduates of the Colleges of Medicine, Nursing, 
Health Related Services and Pharmacy are going 
to become a health team in practice and the 
cooperation and understanding that make a team 
are established in undergraduate training at the 
seminars are bringing together men and women 
University of Florida. Now, interdisciplinary 
who can cooperate in the pursuit of their differ- 
ent professions. 





Florida Academy of General Practice 
Plans Big Fall Assembly 


Dr. Temple S. Fay, of Philadelphia, Dr. Leon 
Unger, of Chicago, and Dr. Theodore A. Watters, 
of New Orleans, will be among the featured out- 
of-state speakers on the scientific program of the 
Eleventh Annual Scientific: Assembly of the Flor- 
ida Academy of General Practice this fall, it was 
announced by Dr. R- R. Killinger, General Chair- 
man. Other well known physicians on the pro- 
gram include Dr. Joseph R. Shaeffer, of San An- 
tonio, Dr. James G. Lyerly, of Jacksonville, Dr. 
Lewis A. Shepperd, of Miami, and Dr. Peter F. 
Regan, Head of the Department of Psychiatry, 
College of Medicine, University of Florida. 

Dr. Watters and Dr. Regan will discuss basic 
concepts in teaching nonpsychiatric physicians 
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Dr. Fay 





Dr. Unger 





Dr. Watters 


management of psychiatric problems, and will 
cover the application of psychiatric principles in 
general practice and in specific problems. Dr. 
Watters is known particularly for his approach to 
courses in psychiatry for general practitioners, 
which he has conducted in the New Orleans area 
for over five years. 
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Dr. Fay, formerly Professor and Head of the 
Departments of Neurosurgery and Neurology at 
Temple University School of Medicine, is now 
President of the Philadelphia Neurosurgical So- 
' ciety. He will cover practical considerations in 
diagnostic screening of cerebral accidents and 
chronic types of paralysis and recent clinical tests 
for establishing diagnosis in neuromuscular dis- 
orders. In much the same field, Dr. Lyerly, for- 
merly Assistant Professor of Neurological Surgery 


at the Medical College of Virginia, will present 
a paper on “Strokes, Subdural Hematoma and 
Brain Tumor.” 

Dr. Unger, Associate Professor of Medicine, 
Northwestern University Medical School, Mem- 
ber of the American Academy of Allergy and 
American College of Allergists, will speak twice 
on subjects of special interest to the general prac- 
titioner in his field. 

The Eleventh Annual Scientific Assembly will 
be held at the Hotel Robert Meyer, Jacksonville, 


October 21 and 22, 1960. 





Glaucoma Detection Programs 


At the recent annual meeting of the Florida 
Medical Association, the House of Delegates 
adopted a supplementary report of the Commit- 
tee on Conservation of Vision pertaining to glau- 
coma screening programs in Florida. This report 
specified that procedures and standards were to 
be recommended by the Florida Society of Oph- 
thalmology and Otolaryngology. A_ resolution, 
setting forth in detail the manner in which pro- 
grams for glaucoma detection should be carried 
out, was accordingly adopted by the Florida So- 
ciety of Ophthalmology and Otolaryngology at 
its annual meeting on April 10, 1960, and was 
submitted for publication in The Journal by 
Dr. Marion W. Hester, of Lakeland, Chairman 
of the Association’s Committee. The resolution 
follows: 

Resolution 


The Florida Society of Ophthalmology and Otolaryn- 
gology will cooperate with reliable and interested lay 
groups who wish to sponsor screening programs for de- 
tection of chronic glaucoma. 

This Society believes that such programs in our state 
should be under the supervision of its Ophthalmologist 
members. The program should best be conducted as a 
joint effort of the County Medical Society and the Coun- 
ty Health Officer working with the sponsoring lay group. 
In urban areas, actual screening tests might be done 
by volunteer Ophthalmologists or by registered nurses, 
trained by Ophthalmologists and working under medical 
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supervision. In rural areas, actual screening tests might 
be done by volunteer general physician members of the 
local County Medical Society or by registered nurses 
working under medical supervision. In these rural areas 
arrangements should be made by the Ophthalmologists 
committee in charge, to have one of the nearest Ophthal- 
mologists supervise the program and give aid or advice 
when needed. 

_ These programs should generally be limited to screen- 
ing people over 40 years of age. People with a history 
of glaucoma should be excluded from testing. Such pro- 
grams should generally be limited to one purpose, the 
detection of glaucoma. These programs should be for 
screening only, leaving examinations and diagnosis for 
later determination. Testing should be simple. In most in- 
stances it should consist of a tonometric reading of each 
eye and visual acuity in each eye with glasses, if worn. 
The 20/40 line only from a Snellen chart should be used 
and the subjects are recorded as reading or not reading 
the 20/40 line. Tonometer readings should be made with 
the 7.5 gram weight. A scale reading of 5 or less should 
be regarded as a glaucoma suspect and a scale reading 
of more than 5 should be regarded as normal. A reading 
of 5 with the 7.5 gram weight corresponds to a reading 
of 27.35 using the new calibration scale. Patients should 
be classified as: 


1. No evidence of glaucoma. 
2. Glaucoma suspect. 
3. Evidence of other eye abnormality. 


Glaucoma suspects should be referred to the Ophthal- 
mologist of their choice for examination and treatment. 
If they have no choice, they should be referred to the yel- 
low pages of the phone book under Ophthalmologist. For 
those areas without such a listing, the committee should 
have a list of available Ophthalmologists which may be 
handed out. People with evidence of other eye abnor- 
mality should be told that they should be examined to see 
if vision can be improved. For those abnormal cases 
who cannot afford private care, the sponsoring lay or- 
ganization may be able to assume the cost of examination. 
Some cases may be able to receive service through the 
Florida Council for the Blind. 

Care should be taken with borderline cases of in- 
creased pressure. A scale reading of 5 or just under, 
should be carefully rechecked for accuracy. Many of 
these borderline cases will be found not to have glau- 
coma. When they have to pay a considerable sum for 
examination and lose time from work for no apparent 
good reason, they become incensed at the whole pro- 
gram. 

A minimum amount of equipment is needed for such 
a program. A Snellen chart 20/40 line, tonometers, some 
means of tonometer sterilization, topical anesthetic such 
as tetracaine 14% and a place for the subject to recline 
will suffice. It is recognized that considerable equipment 
may be desirable in the more elaborate programs carried 
out under the auspices of medical schools, but it is un- 
necessary for the success of the screening program. 

A printed slip with the screening result and necessary 
instructions may be handed to each subject. A fact sheet 
summarizing information on glaucoma should also be 
given each subject. Some centers may prefer to use the 
Glaucoma Pamphlets which can be obtained from the 
National Society For the Prevention of Blindness or the 
Florida Council for the Blind. A small individual record 
card should be kept on each person screened summariz- 
ing the information obtained. These records should re- 
main in the custody of the Ophthalmologist committee. 

Unrestricted radio, television and newspaper publicity 
has been found undesirable. In some instances the interest 
generated in the program has caused automobile traffic 
jams, parking problems and swamping of glaucoma 


. screening facilities. It has worked better to do the testing 


by appointment, allowing certain groups so many reserved 
appointments per hour. Publicity must be controlled by 
joint agreement between the local county medical society 
and the sponsoring lay organization. 
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Blue Shield Board of Directors 


Presented here is a group of dedicated per- 
sons, most of whom are physicians, so that mem- 
bers of the Association may better know those 
who generously give of their time and ability for 
the welfare of the public and for the advance- 


Leigh F Robinson, M.D. 
Honorary Chairman of the Board 
Ft. Lauderdale 

Father of the Blue Shield Program in Florida and 
Dean of the Board, Dr. Robinson, a practicing surgeon, 
received his medical training at Jefferson Medical Col- 
lege of Philadelphia, and has devoted the major portion 
of his professional career to serving the people of 
Florida. Without his foresight, dedication and perse- 
verance the inception of Blue Shield in this state would 
have been unnecessarily delayed. 


Russell B, Carson, M.D., President 
Ft. Lauderdale 

A veteran in Blue Shield service, Dr. Carson has 
been President five of his six years as a member of the 
Board. A graduate of the Tulane University School of 
Medicine, he limits his practice to the field of urology. 
When the demands of his many activities permit, he 
finds relaxation in cruising the waterways of the area 
with family and friends. 


H. P. Osborne Sr. 
Honorary Member of the Board 
Jacksonville 

Legal counsel for Blue Shield and Blue Cross since 
their beginning in Florida, and a member of the Blue 
Shield Board since 1947, Mr. Osborne has the distinction 
of holding the number one contract in the state. He is 
recognized as a worthy opponent on the fairways as 
well as in the halls of justice. 


Jere W. Annis, M.D., Vice President 
Lakeland 

Exceptionally energetic in public service activities 
and professional organizations, Dr. Annis, past president 
of the Florida Medical Association, serves Blue Shield 
as an officer and on numerous committees. He received 
his medical degree from the University of Minnesota 
Medical School and held a fellowship at the Mayo 
Clinic from 1935 to 1938. He practices internal medi- 
cine at the Watson Clinic in Lakeland, yet finds time 
to uphold his reputation as a marksman with rifle or 
pistol. 


Henry J. Babers, M.D. 
Gainesville 

A native Floridian and graduate of the University 
of Florida, Dr. Babers obtained his medical training at 
the Cornell University Medical College. Prior to his 
election to the Board he was chairman of the Florida 
Medical Association’s Advisory Committee to Blue 
Shield (Committee of 17), which he organized and 
guided from fledgling status to high esteem among 
the physicians of Florida. When not wielding a scal- 
pel, Dr. Babers likes to tour the fairways or relax at 
his restful cabin on the river. 


William Hollis 
Lakeland 
Vice President and director of Publix Super Mark- 
ets, Inc., Mr. Hollis give generously of his time in 
service to the public and the medical profession through 


ment of the medical profession—the Blue Shield 
Board of Directors. These are the men whom the 
doctors of Florida have selected to direct and 
supervise their Blue Shield Plan. Their selfless 
service is hereby recorded for permanency in 
these pages of The Journal. 





Dr. Robinson 





Dr. Annis 


Mr. Osborne 





Mr. Hollis 


Dr. Babers 
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Dr. Milton 





Mr. Palmer Dr. Roberts 


Blue Shield. Thirty-two years ago he arrived in Florida 
from his native Georgia to begin a successful business 
career. With not too much time for leisure he does 
occasionally hunt, fish or play a round of golf. 


Floyd K. Hurt, M.D., Treasurer 
Jacksonville 

Currently president of the Duval County Medical 
Society and practicing roentgenologist, Dr. Hurt came 
to Florida twenty-two years ago after receiving medical 
training at the University of Virginia School of Medi- 
cine. Although he is not entirely unfamiliar with out- 
door activities, his number one avocation is painting. 
He is a member of the American Physician’s Art As- 
sociation, 


C. DeWitt Miller 
Orlando 

Mr. Miller doubles in brass not only serving on the 
Blue Shield Board but also as president of Blue Cross 
of Florida, Inc., a Plan which he helped to organize. 
A retired businessman, Mr. Miller points with pride to 
nearly a half century of service to guests in his hotel 

and the citizens of his community. 


John D. Milton, M.D. 
Miami 

Son of a Methodist minister and graduate of the 
Emory University School of Medicine, this native of 
neighboring Georgia came to Florida thirty-five years 
ago to practice obstetrics and gynecology in his adopted 
Miami. He served as president of the Florida Medical 
Association in 1955-1956. Active in community and 
professional organizations, he relaxes occasionally with 
golf club or rod and reel. 


Mr. Rose 


Dr. Rogers 


H. P. Osborne Jr. 

Jacksonville 
Like father, like son, Mr. Osborne is an attorney 
who thoroughly believes in the service principle for 
protection against the expenses of illness. A graduate 
of the Harvard Law School, he is in legal practice with 
his father in Jacksonville. Again, like father, he shoots 

a highly competitive game of golf. 


George S. Palmer, M.D. 
Tallahassee 

A lad who spent his boyhood days among the hills 
of the Capital City now utilizes the training that he 
obtained at the Johns Hopkins University School of 
Medicine to see that today’s children in Tallahassee are 
kept healthy that they, too, may enjoy those same hills. 
Devoted to service to Blue Shield and his profession, 
oe. Palmer also is particularly partial to a beautiful 
awn. 


William C. Roberts, M.D. 
Panama City 

Dr. Roberts, native of neighboring Alabama, came 
to Florida some twenty-eight years ago, shortly after re- 
receiving his degree in medicine from the University of 
Tennessee College of Medicine. A past president of 
the Florida Medical Association, he prefers to do most 
of his practice in the fields of obstetrics and gynecol- 
ogy. An outdoor enthusiast, he has another specialty, 
champion bird dogs. 


Hunter B. Rogers, M.D. 
Miami 
A degree from the University of Georgia School of 
Medicine led to the establishment of an extensive prac- 
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Mr. Saarinen Mr. Schroder 





Dr. White 


tice in internal medicine in Miami for Dr. Rogers. 
Community and professional activities claim most of his 
time, leaving all too little for his side ventures into 
horticulture. 


Carl G. Rose 
Ocala 

Engaged in the business of road construction and 
lime rock quarrying, Mr. Rose is president and general 
manager of the Ocala Lime Rock Company and presi- 
dent of the Marion County Construction Company. A 
native of Indiana, he has been in Florida forty-four 
years. He is better known as a breeder of thoroughbred 
horses at his internationally famous Rosemere Farms 
on the outskirts of Ocala. 


Arthur G. Saarinen 
Ft. Lauderdale 

It is of inestimable value to have on the Blue Shield 
Board a member well versed in all phases of finance. 
Mr. Saarinen is president of the Broward National 
Bank, vice president and director of the Ft. Lauderdale 
National Bank and a director of the Coral Ridge Na- 
tional Bank. A native Floridian, he likes to spend off 
hours in his wood-working shop or in his garden. 


H. A. Schroder, Executive Director 
Jacksonville 

As Executive Director and Assistant Secretary, Mr. 
Schroder efficiently and effectively carries out the poli- 
cies and directives of the Board. Under his leadership 
Blue Shield of Florida has grown from a struggling 
debt-ridden neophyte at the time he first appeared on 
the scene in 1946 to a sound organization with a mem- 
bership of over 800,000, which paid out over $8,000,000 
to Florida physicians in 1959. In spite of many week- 


Judge 


Dr. Stage Dr. Steward 


"a 


Dr. Marr 


Willis 


ends taken up with business meetings he still maintains 
: low handicap and relishes the sharp bargaining at the 
rst tee. 


John T. Stage, M.D., Secretary 
Jacksonville 
Dr. Stage is a graduate of the Ohio State University 
College of Medicine, and a practicing anesthesiologist 
in Jacksonville. He has been in Florida for twelve 
years. An amateur photographer, he also enjoys relax 
ing to the strains of high fidelity recordings. 


W. Dean Steward, M.D. 
Orlando 

Born, reared and educated in Georgia, Dr. Steward 
came to Florida fourteen years ago immediately after re- 
ceiving his medical degree from the Medical College 
of Georgia in his home town of Augusta. Active in com- 
munity and professional organizations, he specializes in 
orchid growing during hours away from practice. 


Millard White, M.D. 

Sarasota 
An alumnus of the University of Florida, Dr. White 
received his medical training at Duke University School 
of Medicine. He now resides in Sarasota, limiting his 
practice to the field of pathology. His recreational in- 
terests incline toward the more creative activities of 

photography, writing and music. 


The Honorable Ben C. Willis 
Tallahassee 
Judge of the Second Judicial Circuit of Florida, this 
University of Florida trained attorney still finds time 
to devote to Board meetings and to community ar- 
tivities. Judge Willis is a Floridian with confidence in 
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the future of his native state. He is a recognized his- 
torian with Florida and local history his primary 
interest. 


Norval M. Marr, M.D. 
St. Petersburg 

A graduate of the University of Cincinnati College 
of Medicine, Dr. Marr practices internal medicine in 
St. Petersburg. In his almost 35 years of membership 
in the Florida Medical Association he has found time 
to serve on many important committees and as a mem- 
ber of the Board of Governors. In addition to those 
good offices, he has served the public and doctors of 
Florida as a Blue Shield Director three years and has 
just begun a second three year term. To fulfill his de- 
sire for travel at home and abroad, he has just complet- 
ed a tour of Europe. 





Annotated Bibliography 
On Retrolental Fibroplasia* 


In response to a number of inquiries, the Na- 
tional Society for the Prevention of Blindness has 
compiled an annotated bibliography on the rela- 
tionship of oxygen therapy to retrolental fibro- 
plasia. These references are set out in chrono- 
logical order to show when it was that knowledge 
of the cause and prevention of this disease be- 
came available to the medical profession. While 
this bibliography is by no means a complete list- 
ing of the articles that have been published on 
this subject, it indicates that numerous articles 
have appeared in the literature pertaining to the 
role of oxygen in the etiology of retrolental fibro- 
plasia. The bibliography follows: 


* Commonly abbreviated as RLF. 


1. Campbell, K.: Intensive oxygen therapy as a possible 
cause of retrolental fibroplasia: a clinical approach, 
Med. J. Australia 2:48 (July) 1951. 

2. Crosse, V. M., and Evans, P. J.: Prevention of 
retrolental fibroplasia, A.M.A. Arch. Ophth. 48:83 
(July) 1952. 

“In our view, supported by the history of the 
disease in England since 1946, by our own experi- 
ence, and by comparison with the experiences in 
other centers in the country, it is right to draw 
attention to the dangers of the use of too much 
oxygen and to its administration for too long a 
period. .. .” 

3. Patz, A., and others: Studies on the effect of high 
oxygen administration in retrolental fibroplasia: I. 
Nursery observations, Am. J. Ophth. 35:1248 (Sept.) 
1952. 

Study in Gallinger Municipal Hospital, Washing- 
ton, D. C., was aided by grants from National 
Institute of Neurological Diseases and Blindness 
and District of Columbia Society for the Pre- 
vention of Blindness. The results of the first of 
a three year controlled oxygen nursery study are 
cited. Authors conclude that there are now suffi- 
cient data to question the advisability of the 
“routine” use of prolonged high oxygen concen- 
trations in the nursery. 

4. Editorial: Retrolental fibroplasia and oxygen, J. Ped. 
44:122, 1954. 

aa . there is a growing feeling that oxygen 
should not be given routinely to the premature 
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infant, but reserved for individualized cases of 
asphyxia and further, it should be used in as low 
a concentration as possible and for as short a time 
as possible.” 

5. Lanman, J. T., and others: Retrolental fibroplasia 
ns oxygen therapy, J.A.M.A. 153:223 (May 15) 
954. 

Report of research at Bellevue Hospital, New 
York, concluding that the authors believed the 
disease to be directly related to excessive oxygen 
and felt that it could be controlled by severely 
= oxygen administration to premature in- 
ants. 

6. Letourneau, Charles U.: Hospitals 28:109 (Aug.) 
1954. 

The author (assistant director of American Hos- 
pital Association and secretary of Association’s 
Council on Professional Practice) stated in this 
medical review: “We must not allow premature 
infants to be exposed to high concentration of 
oxygen routinely. Concentration in cases of 
emergency up to 40 per cent is allowable, but 
having prescribed, the physician has discharged 
his obligation. The rest is up to the hospital to 
administer the treatment as prescribed . . . De- 
spite the reading on the flow-meter, the oxygen 
may not be delivered as the doctor prescribed 
it. It must be checked by an adequate analyzer. 

. The hospital administrator must bear the 
responsibility for preventing retrolental fibro- 
plasia no less than the physician and the scientist. 
We have a special part to play in preventing 
this dreadful disease, and each of us must make 
certain that he has used all the technical, scien- 
tific and professional knowledge available to him.” 


7. Hepner, W. R.: Retrolental fibroplasia—Current 

notes, A.M.A. J. Dis. Child. 88:356 (Sept.) 1954. 
On page 359, under heading “Recommendations,” 
the author said: “Oxygen tends to be overused, 
rather than underused, both in concentration and 
in duration of therapy. After the first two or 
three days, concentrations greater than 40 per 
cent are rarely indicated, and after two or three 
weeks, need for more than room air is uncom- 
mon.” 

8. Nat. Soc. Prev. Blindness: Communication (Oct. 29, 
1954) to state and city directors of maternal and 
child health programs; directors, maternal and child 
health, schools of public health. 

Referred to cooperative research study in 18 
hospitals, reported by Kinsey at Symposium on 
Retrolental Fibroplasia held during October 1954 
American Academy of Ophthalmology and Oto- 
laryngology meeting. Consensus of participants, 
as stated by Algernon B. Reese, M.D., chairman: 
that routine administration of oxygen to prema- 
ture babies be discontinued; that it be given on- 
ly if there be cyanosis or respiratory disease, that 
in such cases the concentration inside the incu- 
bator be kept below 40 per cent as measured by 
an oxygen analyzer, and that oxygen therapy be 
discontinued as soon as respiratory distress is re- 
lieved. (See reference No. 17) 

9. Rothmund, H. I. M., and others: A field study of 
retrolental fibroplasia in Maryland, Pediatrics 14:455 
(Nov.) 1954. 

The authors stated that a recent series of papers 
by Patz, Ashton, Lanman and others “have in- 
dicated that oxygen is an etiologic factor.” 

10. Abstract of article from Lancet, J.A.M.A. 156:1102 
(Nov. 13) 1954. 

Reported striking correlation of oxygen adminis- 
tration to premature babies and the occurrence of 
retrolental fibroplasia. 


‘11. Editorial, Prematurity, oxygen, and retrolental fibro- 


plasia, J.A.M.A. 157:449 (Jan. 29) 1955. 
“In the present state of knowledge, there is cer- 
tainly no reason to deny small premature infants 
the benefits of incubator care or of additional 
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oxygen in the amount and duration indicated by 
relief of cyanosis. And, since retrolental fibro- 
plasia is essentially limited to infants of less than 
2,267.9 grm. (5 lIb.), there need be no fear of 
disturbing the eyes of term infants by the oxygen 
therapy so frequently required for their pulmo- 
nary and circulatory disturbances. On the other 
hand, the evidence is now strong that the ex- 
posure of infants to oxygen for even several days 
is associated with increased incidence of retro- 
lental fibroplasia. Thus, the physician caring for 
a premature infant should steer a course between 
preventable anoxia endangering survival on the 
one hand and the ophthalmologic hazards of un- 
necessary use of oxygen on the other.” 
12. Smith, Clement A.: Oxygen and retrolental fibro- 
plasia, Mod. Hosp. 84:49 (Feb.) 1955. 
The author discussed various studies indicating 
i the relationship between oxygen and retrolental 
, fibroplasia, and pointed out that the statistics on 
the 18-hospitals study reported by Kinsey at a 
meeting of the American Academy of Ophthalmol- 
ogy and Otolaryngology in September 1954, were 
highly significant in showing the relationship be- 
tween prolonged high-oxygen administration and 
the disease. However, he did not make a strong 
recommendation as to methods of prevention. 


13. Editorial, The overuse of oxygen and retrolental 
fibroplasia, J. Ped. 46:252 (Feb.) 1955. 

“Tf currently available information is disregarded 
and an infant becomes blind, the burden that 
lies on the physician and the hospital is un- 
pleasant to contemplate. The conclusion is ob- 
vious that discriminate and limited use of oxygen 
in premature babies is now mandatory.” 

14. Engle, Mary A., and Levine, S. Z.: Response of small 
premature infants to restriction of supplementary 
oxygen, A.M.A. J. Dis. Child. 89:316 (Mar.) 1955. 

The authors, reporting studies at New York Hos- 
pital—Cornell Medical Center, concluded: “There 
were no detectable late ill effects from the early 
termination of oxygen administration. It would 
seem that the administration of oxygen to pre- 
mature infants of low birth weight as a routine 
procedure is not necessary.” 

15. Lanman, J. T.: The control of oxygen therapy for 
the prevention of retrolental fibroplasia, J. Ped. 46: 
365 (Mar.) 1955. 

“In summary, the proper control of oxygen use 
means first its total elimination except for times 
of clinically demonstrable need. It should then 
be given for as brief a time as possible at con- 
centrations below 40 per cent.” The author then 
went on to say how to control the concentration. 

16. Kinsey, V. E.: Letter to the editor, Pediatrics 18: 
511 (Sept.) 1956. 

“In view of the positive evidence indicating that 
even: relatively short exposures to oxygen are 
associated with RLF, even though the concentra- 
tion is kept below 40%, and the paucity of evi- 
dence that there is any critical concentration be- 
low which RLF is markedly reduced in incidence, 
I believe that merely restricting the concentration 
of oxygen, without stringently reducing the dura- 
tion in oxygen, may result in unnecessary cases 
of RLF. Certainly, the emphasis should be placed 
on restricting the duration in oxygen to an abso- 
lute minimum consistent with the clinical indica- 
tions of anoxia irrespective of the concentration 
of oxygen administered.” 

17. Kinsey, V. Everett, and others: Retrolental fibro- 
plasia—Cooperative study of retrolental fibroplasia 
and the use of oxygen, A.M.A. Arch. Ophthal. 56: 
481 (Oct.) 1956. 

The authors’ recommendations: “The length of 
time a premature infant, particularly an infant 
of multiple birth, is kept in an environment con- 
taining oxygen in concentrations in excess of that 
of air should be kept to an absolute minimum, 
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consistent with the clinical indications of anoxia. 
When oxygen therapy is clearly required, it should 
be prescribed on an hourly basis and the concen- 
tration should be as low as possible.” 

18. Patz, Arnall: The role of oxygen in retrolental fibro- 
plasia—E. Mead Johnson award address, Pediatrics 
19:504 (Mar.) 1957. 

“These clinical and experimental data justify 
recommendations for a rigid supervision of oxy- 
gen administration to the premature infant to 
avoid any unnecessary overuse of this potentially 
toxic agent.” 





Mail Order Prescription Schemes 


It may be a long time before the patient who 
just walked out of your office with an important 
prescription in his pocket ever gets around to tak- 
ing the needed medication—the reason—mail 
order prescription schemes. Now being heavily 
promoted all across the nation, these schemes 
center their publicity on cut-rate prescription 
prices. 

Here, for example, is what might happen to 
your patient. 

Instead of taking his prescription to his com- 
munity pharmacist to be filled that day, he drops 
it into the mail to one of these operations per- 
haps a thousand miles away. From seven to 10 
days later, the filled prescription comes back, 
perhaps too late to do the job for which it was 
originally intended. 


Your patient in the meantime, still experienc- 
ing the symptoms which prompted his visit to 
you in the first place, attempts to tide himself 
over until the prescription arrives by applying 
some sort of self medication which may give him 
temporary relief and at the same time lessen his 
understanding of the importance of your diag- 
nosis and the drugs you prescribed. 


Not only are dangerous delays characteristic 
of the mail order mechanism, but the public is 
also denied the complete services it has a right 
to expect from any pharmacist in any pharmacy. 
As a regular practice, mail order operators refuse 
prescriptions containing narcotic drugs. Most pa- 
tients have no knowledge of what is and what 
is not a narcotic drug; and therefore any warn- 
ings by the mail order house that it will not 
accept prescriptions for narcotic drugs become 
meaningless. The patient, after exposure to un- 
necessary delay, discovers that his prescription 
is only obtainable from his community pharmacy. 


Prescriptions for narcotics are not the only 
ones which mail order houses refuse to dispense. 
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There are classes of prescriptions which are being 
refused by mail order operators for their own 
convenience, especially prescriptions which require 
compounding. Both the ethics and traditions of 
the pharmaceutical profession demand that a 
pharmacist make every effort possible to dispense 
promptly every prescription he receives regard- 
less of the amount of professional attention re- 
quired. 

Because these depots operate on an imperson- 
al assembly line basis in a jurisdiction where only 
the supervision—rather than the actual dispens- 
ing—by pharmacists is required, the danger of 
dispensing errors is increased. Moreover, by 
operating outside the states in which the prescrip- 
tion was originally written, these houses deny the 
patient the protection he has a right to expect 
from his own state laws governing the practice 
of pharmacy. 

Another area in which the public is being mis- 
led is illustrated by quoting from a full page 
advertisement which a District of Columbia mail 
order operator inserted in The Philadelphia In- 
quirer of Sunday, April 3, 1960: 


YOUR PRESCRIPTIONS ARE COMPOUNDED 
BY REGISTERED PHARMACISTS! 


Our registered pharmacists compound your pre- 
scriptions in ultra-modern, regularly inspected 
pharmacies—using the finest, freshest nationally 
known ingredients. 


YOUR ORDER IS FILLED IMMEDIATELY 
TO ASSURE YOU OF FRESHNESS! 


The same day we receive your prescriptions—our 
pharmacists fill them and mail them out. This 
assures you of the freshness of every medicine you 
receive from us. And, of course, with our volume 
business and volume turnover, our shelves of 
vitamins and chemical ingredients are constantly 
replenished with fresh items. 

After the publication of this advertisement, 
it was revealed that the premises described con- 
sisted of nothing more than an empty room with- 
out any inventory, fixtures, or pharmaceutical 
equipment. This advertisement was refused by 
two other large circulation newspapers, and the 
matter has been called to the attention of the 
Federal Trade Commission. 

Perhaps as important as anything else to the 
medical profession is the fact that such schemes 
make it convenient for certain kinds of practi- 
tioners, unauthorized to prescribe in their own 
states, to write prescriptions that will be filled by 


these distant operations. The geographical sepa- - 


ration between prescriber and dispenser makes it 
virtually impossible, and impractical for these 
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operators, to check the source or to offer pro- 
fessional advice to the patient when he receives 
his medication. 

The greatest opportunity for mail order pro- 
motion has been the geriatric market, where 
public attention has been mostly concentrated in 
recent months. 

A host of other unanswered questions comes 
to mind when prescriptions are ordered from these 
assembly line outfits. For example, how can we 
safely assume that long distance dispensing will 
be as the prescriber intended? Is the way paved 
for substitution? Has the prescription been com- 
pounded under sanitary conditions? 

The District of Columbia, where standards 
for pharmaceutical practice are based on an anti- 
quated 1906 act of the Congress, has become the 
haven for mail order operators. One of these 
Washington-based firms was recently brought be- 
before Corporation Counsel of the District of Co- 
lumbia. The investigating officer described the 
premises as “without facilities for compounding 
prescriptions,” and noted further that the only 
“sink was located in the rear of the store by go- 
ing through a room that had waste paper for 
wrapping and packaging all over the place and 
the room where the sink was located proved to 
be filthy and the sink itself was corroded and 
stained and in a filthy condition.” 

That these mail order prescription schemes 
are truly a menace to public health was empha- 
sized by a statement made by Dr. George M. 
Fister, a member of the American Medical Asso- 
ciation Board of Trustees, in an address at the 
recent meeting of the American Pharmaceutical 
Association House of Delegates. Physicians, he 
noted, can easily warn their patients of the many 
flaws in these dangerous mail order operations. 
He went on to condemn the mail order schemes 
as “one of the gravest problems” facing the health 
field today. 


A physician for more than 30 years, Dr. 
Fister said that he does his best to discourage 
any patients from sending prescriptions to a mail 
order operation. “The personal touch is still es- 
sential,” he commented. America’s high standard 
of medical care was “founded on this firm foun- 
dation of personal service, and we would be 
foolish indeed not to preserve it.” 

The development of highly concentrated syn- 
thetic drugs, purified natural products, potent 
dosage forms and special needs in storage and dis- 
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pensing all have created new problems of drug 
supervision, regulation and administration. The 
pharmacy and drug laws of each state are de- 
signed to protect citizens from the effects of 
ignorance .and incompetency in these matters 
which are beyond individual patient control. 

The American Pharmaceutical Association has 
launched an educational campaign to inform all 
members of the medical profession about the in- 
herent dangers in mail order prescription opera- 
tions. The national professional society is also 
supporting H.R. 10597, which will bring to the 
District of Columbia a modern pharmacy act. 

At an emergency meeting in Washington, 
D. C., haven of the prescription-by-mail oper- 
ators, Dr. William S. Apple, APhA Secretary, 
declared: “If this personal pharmacist-patient 
relationship is not preserved, the next break in 
the chain will inevitably be the elimination of 
the physician as the diagnostician and substitution 
of the mail order purveyor as the prescriber. The 
only call on the physician will be to write the 
death certificate. Individual acceptance of pro- 
fessional responsibility by all members of the 
medical team can quickly put an end to the de- 
velopment of centralized mail order prescription 
depots.” 

If mail order prescription hazards are to be 
fully recognized, the medical profession must join 
with other members of the health team by react- 
ing quickly and in a positive manner- Otherwise, 
the public will be misled into believing that an 
impersonal centralized mail order method is an 
acceptable substitute for sound community medi- 
cal-pharmaceutical service. 
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Good Public Relations 


Over the past ten years or so the science of 
medicine has made tremendous progress. During 
this'same period of time the prestige of the doctor 
as a humanitarian has declined, at least in the 
public eye. 

I feel that part of our prestige has been lost 
because some of us have forgotten that there are 
times when our mere presence is essential—even 
if there is nothing we can do from a scientific 
point of view. A few of these cases come to mind. 

As most of you probably know, it is now 
necessary for a physician to pronounce a patient 
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dead when death takes place in the home or in a 
nursing home. Some of us when called in such 
a case do not go, but merely say, “Call the under- 
taker.” We have probably not considered what 
effect such a statement has on the family and 
what it means in such a situation. It means that 
the ambulance driver has to notify the police; 
the police have to arrive at the scene of the 
death and then transport the body to the emer- 
gency room of one of the hospitals to be pro- 
nounced dead. At such a time such an experience 
can be very upsetting to the family. You can 
prevent it by your presence. 

Another instance along this line is when 
some of us operate on a patient and, finding that 
he is unresectable, send him home or to a nurs- 
ing home. We feel that he is no longer our respon- 
sibility. As you probably know, it is very hard 
to get a doctor to come to a nursing home to see 
one of these patients. I feel that such a patient 
should remain our responsibility—to follow that 
patient through to the end, whether he is operable 
or inoperable, whether he is in a nursing home or 
in a private home. We should be there at the 
time of death, or available if death should ensue. 

Another instance—many members of our so- 
ciety are working more and more in only one 
hospital and refuse to see patients in a hospital 
other than that of their choice. It is very poor 
public relations for a physician to refuse to see 
or treat a patient just because he is admitted 
(by his own choice) to another hospital—partic- 
ularly if the patient has been seen by the physi- 
cian for a number of years. It is not fair to the pa- 
tient to force him to change doctors in the middle 
of the stream, and it is undesirable, to say the 
least, for the physician to abandon the case unless 
he himself makes arrangements in advance for 
another physician to take over. 

In the midst of all of our scientific progress, 
let us not lose sight of the fact that the patient 
is something more than a case. If we wish to 
improve our “public relations,” we should bear 
in mind that it is instances like these which, prop- 
erly handled, make for “good public relations.” 

We still have an opportunity to regain our 
prestige. Last month, the Ways and Means Com- 
mittee turned down, 17 to 8, a move to include 
the Forand measure in a bill making other 
changes in the Social Security program. Our 
fight is not over by any means, and our actions 
in dealing with patients and their families are be- 
coming more and more important. 
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Triameimolone LEDERLE 


At the recommended antiallergic and anti- 
inflammatory dosage levels, ARISTOCORT means: 
¢ freedom from salt and water retention 

virtual freedom from potassium depletion 

negligible calcium depletion 

euphoria and depression rare 

no voracious appetite — no excessive weight gain 

low incidence of peptic ulcer 

low incidence of osteoporosis with compression fracture 
Precautions: With aristocort all traditional precautions to corticosteroid therapy 


should be observed. Dosage should always be carefully adjusted to the smallest 
amount which will suppress symptoms. 

After patients have been on steroids for prolonged periods, discontinuance must be 
carried out gradually over a period of as much as several weeks. 

Supplied: 1 mg. scored tablets (yellow) ; 2 mg. scored tablets (pink) ; 4 mg. 
scored tablets (white) ; 16 mg. scored tablets (white). 

Diacetate Parenteral (for intra-articular and intrasynovial injection). Vials of 


5 cc. (25 mg./cc.). 


References: 1. Feinberg, S. M.; Feinberg, A. R., and Fisherman, 
E. W.: J.4.M.A. 167:58 (May 3) 1958. 2. Epstein, J. I., and Sher- 
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We can’t buy or pay for “good public rela- 
tions”; we make them by our own actions. 


Linus W. Hewit, M.D. 

The Bulletin 

Hillsborough County Medical Association 
May 1960 


STATE NEWS ITEMS 


Dr. Lloyd R. Newhouser of Miami has been 
installed as president of the Florida Association 
of Blood Banks, and Dr. John A. Shively of Bra- 
denton as vice president. Mrs. Dorothy C. Smith 
of Jacksonville has been chosen president-elect. 
In addition to Drs. Newhouser and Shively, other 
physicians attending the recent annual meeting 
held at Clearwater included Drs. James J. Grif- 
fitts, Miami; Jacob Neber, Miami Beach; Newton 
W. Larkum, Fort Myers; A. Ralph Monaco, 
Panama City; Robert E. Klein, Gainesville; Louis 
E. Pohlman, Orlando; Gerard H. Hilbert, Pensa- 
cola; Clarence W. Ketchum, Tallahassee; James 
B. Leonard, Clearwater; James N. Patterson, 
Tampa; John B. Ross, Jacksonville, and Donald 
W. Smith, Miami. 
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Drs. Robert N. Wilcox and Alvan G. Foraker 
of Jacksonville presented papers at the Inter- 
national Congress of Clinical Pathology held in 
June in Madrid. Each also lectured in the Gyne- 
cology Clinic at the University of Madrid. While 
abroad, Dr. Foraker presented addresses in the 
Department of Obstetrics and Gynecology, Uni- 
versity of Barcelona, and the Department of 
Pathology, University of Lisbon. 


ya 
Dr. Louis M. Orr of Orlando, President of the 
American Medical Association, addressed the 
House of Delegates of the Medical Society of 
the State of New York May 9 during the 154th 
annual meeting of the Society held in New York 
City. 


Zw 
Dr. Nathaniel M. Levin, Associate Clinical 
Professor of Otolaryngology at the University of 
Miami School of Medicine, directed a postgradu- 
ate course in esophageal speech and organic 
voice problems at the University June 20-24. 
Zw 
Dr. James N. Patterson of Tampa administer- 
ed the examinations of the American Board of 
Pathology at the University of Tennessee Col- 
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‘ge of Medicine at Memphis late in April and 
Iso attended meetings of the International Acade- 
iy of Pathology and the American Association 


f Pathologists and Bacteriologists. 
FF 


Dr. Jere W. Annis of Lakeland discussed 
Heart Disease” at the May 11 meeting of the 
.otary Club in Bartow. In April, Dr. Annis was 
featured speaker at the joint dinner meeting of 
th Highlands County Medical Society and its 


Woman’s Auxiliary held at Avon Park. 
Fr 


Dr. Wilson T. Sowder of Jacksonville, state 
health officer, has been attending the 13th World 
Health Assembly held in Geneva, Switzerland, 
as one of eleven advisors to the United States 
Delegation by appointment of President Eisen- 
hower. While abroad Dr. Sowder visited hospitals 


and clinics in France and Italy. 
Fr 


Dr. Franklin J. Evans of Coral Gables and 
Dr. Lawrence V. Hastings of Miami participated 
in the scientific program of the annual convention 
of the American Board of Legal Medicine held 
June 12 at Miami Beach. Dr. Evans presented 
a paper entitled “Malpractice Suits Based Upon 
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Alleged Experimentation: A Legal Paradox,” 
and Dr. Hastings discussed “The Medical Prep- 


aration and Trial of a Negligence Action.” 
os 


A postgraduate course in laryngology and 
bronchoesophagology has been scheduled by the 
Department of Otolaryngology, University of 
Illinois College of Medicine, for October 17-29. 
Registration will be limited to 15 physicians. In- 
formation may be obtained by writing the Col- 


lege at 1853 West Polk Street, Chicago 12, Il. 
oF 


The Tennessee Valley Medical Assembly is 
being held September 26-27 in the Read House 
at Chattanooga, Tenn. Sponsor is the Chatta- 


nooga and Hamilton County Medical Society. 
a 


Dr. Sanford Cobb of Miami discussed “Mus- 
cle Relaxants and Consciousness” as a part of the 
program of the Anesthesia Section of the South- 
eastern Hospital Conference held at Miami Beach 
early in May. 

~F 

Dr. Allen Shepard of Key West began a resi- 
dency in anesthesia July 1 at the Charity Hos- 
pital in New Orleans. 
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(Potassium Penicillin-152) 


higher peak blood levels 
than with potassium penicillin V 


higher initial peak blood levels 
than with intramuscular penicillin G 


increased dosage increases 
serum levels proportionally 


superior to other penicillins 
in killing many staph strains 


A dosage form to meet the individual 
requirements of patients of all ages 
in home, office, clinic and hospital: 


Syncillin Tablets—250 mg. . . . Syncillin Tablets—125 mg. 


Syncillin for Oral Solution— 60 ml. bottles—when reconstituted, 
125 mg. per 5 ml. 


Syncillin Pediatric Drops — 1.5 Gm. bottles. Calibrated dropper 
delivers 125 mg. 


Complete information on indications, dosage and precautions is 
included in the official circular accompanying each package. 
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The annual course in postgraduate gastroen- 
t. ology presented by the American College of 
(.astroenterology has been scheduled for October 
2-29 at the Bellevue-Stratford Hotel in Philadel- 
paia. In addition to individual papers, there will 
be a clinical session at the Albert Einstein Medi- 
cil Center, panel discussions and clinicopathologic 
conferences. Information is available from the 
College at 33 West 60th Street, New York 23, 
me 2 


Sw 
Dr. Paul A. Tanner Jr. of Auburndale has 
been participating in the program of training for 
members of the rescue squad of the Auburndale 
Fire Department. 
Zw 
Dr. Ernest A. Reiner of Tampa has been 
elected vice president of the Hillsborough Coun- 
ty Heart Association, and Dr. Louis E. Cimino 
of Tampa chairman of the board of directors. 
Zw 
Dr. Carlos P. Lamar of Miami presented the 
Eighth Annual B. B. Weinstein Lecture at the 
33rd annual banquet, Medical Historical Society 
of Tulane University, New Orleans, May 20. The 
title of Dr. Lamar’s address was “Comments on 
the History of Diabetes.” 
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COMPONENT SOCIETY NOTES 








Duval 


The Tetanus Immunization Campaign con- 
ducted by the Public Health Committee of the 
Duval County Medical Society during February 
and March resulted in a large percentage in- 
crease in tetanus immunization in clinics and a 
continuing increased demand although the cam- 
paign is over. Dr. Hugh A. Carithers is chair- 
man of the Committee and Dr. Lillian C. Mark 
is co-chairman. Other members include Drs. 
David O. Booher, Stephen P. Gyland Jr., Lorenzo 
L. Parks and Edward R. Smith. 


The final report of the campaign released by 
the Committee states that a card sent to all mem- 
bers of the Society inquiring whether participa- 
tion could be counted upon resulted in 204 affirm- 
ative replies. Permission was granted by 144 phy- 
sicians allowing the Society office to refer pa- 
tients by telephone. 


To promote the campaign, television and 
radio releases were prepared by the Department 
of Health Education of the State Board of Health 


(Continued on page 70) 
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basic in the care of the aging 
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when body tone, mental 
and sensory faculties 

begin to fade—she’s 
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when vision begins to dim— 
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Met alex’ cerebral stimulant/vasodilator 


The stimulant — pentylenetetrazol—facil- 
itates cerebral and reflex nerve activity. 
The vasodilator—nicotinic acid—aug- 
ments blood and oxygen supply to vital 
areas— 

Thus, METALEX increases body tone and 
aids mental and sensory faculties. 
Composition: Each teaspoonful (5 ml.) of 
the Elixir and each Tablet contains: Pentyl- 
enetetrazol 100 mg., Nicotinic Acid 50 mg. 


ae 
vase 


Dosage: One or two teaspoonfuls of the 
Elixir or one or two Tablets four times a 
day — one-half hour before meals and before 
bedtime. 


Available: Elixir: Pint and Gallon bottles. 
Tablets: Bottles of 100 and 1000. 


References: 1. Goodman, L, S. and Gilman, A.: The 
Pharmacological Basis of Therapeutics, 2nd Ed., New 
York, Macmillan Company, 1955. 2. O’Reilly, P O., 
Demay, M. and Kotlowski, K.: Cholesteremia and 
Nicotinic Acid, A.M.A. Arch, Int. Med. 100:797-801 
(Nov.) 1957. 


STORCK Pharmaceuticals, Inc., 


2326 Hampton Bivd., St. Louis 10, Mo. 
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FOR 
SULFONAMIDE 
THERAPY 


NEW 


DRéP 
D@SAGE) 
FORM 

CHERRY 
FLAV@RED 





N' Acetyl Sulfamethoxypyridazine 


PEDIATRIC DROPS 


[7 single, daily-dose effectiveness [J rapid, 
sustained action against sulfa-susceptible 
organisms (_] 125 mg. sulfamethoxypyrida- 
zine activity per cc. in 10 cc. squeeze bottle 


Dosage: First day, 2 cc. (250 mg.) for each 20 Ibs. body weight; thereafter, 1 cc. 
(125 mg.) for each 20 Ibs. Should be given once a day immediately after a meal. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York QQ 
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GONORRHEA IS ON THE MARCH AGAIN... 


a new timetable for recovery: 
only six capsules of TETREX can cure a male patient with gonorrhea in just one day* 


TETREX CAPSULES. 250 mg. Each capsule contains: 
TETREX (tetracycline phosphate complex equivalent to 


® tetracycline HCI activity) — 250 mg. 
DOSAGE: Gonorrhea in the male—Six capsules of 
TETREX in 3 divided doses, in one day. 
Marmell, M., and Prigot, A.: Tetracycline phosphate complex in the treat- 


U.8.PAT.NO.2,791,609 
ment of acute gonococcal urethritis in men. Antibiotic Med. & Clin. Ther, 


THE ORIGINAL TETRACYCLINE PHOSPHATE COMPLEX 6:108 (Feb.) 1959. 


BRISTOL LABORATORIES, 
SYRACUSE, NEW YORK 
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THE DUVALL HOME 
for RETARDED CHILDREN 


A home offering the finest custodial care with a 
happy home-like environment. We specialize in the 
care of infants, bed-ridden children and Mongoloids. 


For further information write to 
MRS. A. H. DUVALL GLENWOOD, FLORIDA 








BOB WAGNER X-RAY 


P. O. Box 8161 


Jacksonville 11, Florida 
RA 4-3434 


H. G. Fischer X-Ray Equipment 
Ansco Film 


We Buy, Sell and Lease 
New and Used Equipment 

















HATEVER your first requi- 

sites may be, we always 

endeavor to maintain a 
standard of quality in keeping 
with our reputation for fine qual- 
ity work — and at the same time 
provide the service desired. Let 
CONVENTION PREss help solve 
your printing problems by intelli- 
gently assisting on all details. 


QUALITY BOOK PRINTING 
PUBLICATIONS x BROCHURES 


CONVENTION 
PRESS 


218 WesT CHURCH ST. 
JACKSONVILLE, FLORIDA 
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and distributed to all stations in the area. In 
addition, slides were prepared for the two cooper- 
ating television stations. Mrs. John T. Stage, a 
member of the Society’s Woman’s Auxiliary, pre- 
pared an original drawing of a man in the acute 
stage of tetanus which was effectively used on 
more than 200,000 pieces of promotional mate- 
rial. Approximately 130,000 leaflets were mailed 
with electrical bills during the two month period, 
and about 70,000 more were distributed by phy- 
sicians in their monthly statements, by members 
of the Duval County Pharmaceutical Association 
and the Safety Council. Approximately 1,200 
posters were distributed by the members of the 
Woman’s Auxiliary. Each physician’s office re- 
ceived a poster together with brief instruction 
sheets for the use of doctors and nurses giving 
tetanus toxoid. 


Charlotte 


The Charlotte County Medical Society has 
paid 100 per cent of its state dues for 1960. 


DeSoto-Hardee-Glades 
Dr. James O. Ferguson of Sarasota was guest 
speaker at the March meeting of the DeSoto- 
Hardee-Glades County Medical Society held at 
the Arcadia General Hospital in Arcadia. Dr. 
Ferguson’s subject was hiatus hernia. 


Franklin-Gulf 
The Franklin-Gulf County Medical Society 
has paid 100 per cent of its state dues for 1960. 
Indian River 


The Indian River County Medical Society has 
paid 100 per cent of its state dues for 1960. 


Lake 
Dr. W. Ansell Derrick of Orlando was princi- 
pal speaker at the March meeting of the Lake 
County Medical Society held at the Elks Club 
in Leesburg. Dr. Derrick discussed the techni- 
ques, procedures and evaluation of bone marrow 
biopsies. 


Pasco-Hernando-Citrus 


The Pasco-Hernando-Citrus County Medical 
Society has paid 100 per cent of its state dues for 
1960. 


Polk 


Professor Kenneth L. Black of the University 
of Florida, Gainesville, was guest speaker at the 




















Fioripa M.A. 
uLY, 1960 


| 1 response to 
| innumerable requests 
‘-om dermatologists 
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Winthrop Laboratories 
now makes available 


TRIQUIY 


FOR LUPUS ERYTHEMATOSUS AND 
LIGHT-SENSITIVITY ERUPTIONS 


WHAT IT IS: 
A combination of Atabrine® hydrochloride 
25 mg., Aralen® phosphate 65 mg. and 
Plaquenil® sulfate 50 mg. 


WHAT IT’S FOR: 
Treatment of lupus erythematosus (chronic 
discoid type) and polymorphic light eruptions 
(light-sensitivity eruptions, solar urticaria 
or dermatitis). 


HOW IT ACTS: 
Each of the three components produces 
beneficial response in lupus erythematosus 
and light-sensitivity eruptions. Since the dose 
of each of the Triquin components is very 
low, overall toxicity is reduced and clinical 
tolerance improved. Furthermore, the 
three components appear to act 
synergistically. 


HOW SUPPLIED: 
Triquin tablets in bottles of 100, sold on 
prescription only. 


Write for TRIQUIN booklet. 


Triquin, Atabrine (brand of quinactine), Aralen (brand of chloro- 
quine), and Plaquenil (brand of hydroxychloroquine), trademarks 
reg. U.S. Pat. Off. 





DOSAGE: 

Lupus. Average initial adult dose, 1 or 2 
tablets after meals and at bedtime. Dosage 
should be reduced gradually at two week 
intervals to 1 or 2 daily. 


Light-Sensitivity Eruptions. Average initial 
adult dose, 1 tablet after breakfast and 
lunch. May be reduced after several weeks to 
maintenance dosage of 1 tablet daily. 


(| {)nthop LABORATORIES New York 18, N. Y. 
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March meeting of the Polk County Medical Asso- 
ciation held at Winter Haven. The title of Pro- 
fessor Black’s address was “Estate Planning.” 


Taylor 


The Taylor County Medical Society has paid 

100 per cent of its state dues for 1960. 
Volusia 

Senator William Gautier was guest speaker at 
the March meeting of the Volusia County Medi- 
cal Society held at New Smyrna Beach. The title 
of his address was ‘Legislative Problems Con- 
cerning the Medical Profession.” 








NEW MEMBERS 








The following doctors have joined the State 
Association through their respective county medi- 
cal societies. 

Active 

Camera, Antonio V., Lantana 

de la Vega, Felix, Miami Shores 


Forlaw, James R., Boynton Beach 
Golubovic, Zivomer, Lake Worth 





Votume XLVII 
NumMser 1 


Guerin, Bernard K., Miami 

Hirsch, Theodore, Hialeah 

Hogg, Bruce M., Miami 

Kelley, Virgil R., St. Petersburg 
Manthey, Richard G., Boynton Beach 
Millard, Max S., Miami 

Morgan, Morton B., Miami Beach 
Neill, James M., St. Petersburg 
Newman, Abe L., North Miami 
Newman, Raymond B., Miami 
Pasach, Arthur J., Tampa 
Pessolano, Louis C., Miami Springs 
Robarge, Ignace, West Hollywood 
Rosen, Robert R. Miami Beach 
Saphire, Enoch J., North Miami Beach 
Silverberg, Morris N., Miami Beach 
Slosek, Edward F., Tallahassee 
Spanjers, Arnold J., Winter Haven 
Storey, Ben C., Titusville 

Stuart, Jack F., Coral Gables 

Van Eldik, Dick L., Lake Worth 
Valin, Thomas J., West Palm Beach 
White, William P., Melbourne 


Associate 
Adlerberg, Howard M., Miami Beach 
Anderson, Harris R., Miami 










1 small ay every morning 





Each capsule contains: Ethiny! Estradiol 0.01 4 ¢ Methyl 
oseeerens 2.5 mg. ¢ d-Amphetamine Sulfate 2.5 m % Vitam! 
° (Acetate) 5,000 U.S.P. Units ¢« Vitamin D 500 U. Units « 
Vitamin By, with AUTRINIC® Intrinsic Factor Resetness 1/15 
U.S.P. Unit (Oral) * Thiamine Mononitrate (B,) 5 mg. ¢ Ri 
mg. © Pyridoxine HC! (B,) 


mg. © Calcium Pantothenate 5 mg. « Folic Acid 0.4 mg 


flavin (B,) 5 mg. ¢ Niacinamide 15 m 


-way support 
for the 
aging patient... 


ASSISTS PROTEIN UPTAKE 
IMPROVES MENTAL OUTLOOK 
AIDS NUTRITIONAL INTAKE 


YRESTIN. 


Geriatric Vitamins-Minerals- Hormones-d-Amphetamine lederle 


as Calcium Ascorbate 50 mg. « I-Lysine Monohydrochioride 
25 mg. © Vitamin E (Tocopherol Acid Succinate) 10 Int. Units « 
Rutin 12.5 mg. « Ferrous Fumarate (Elemental iron, r » 
30.4 mg. © lodine (as KI) 0.1 mg. * Calcium (as CaHPO,) 3 

© Phosphorus (as CaHPO,) 27 mg. © Fluorine (as CaF.) 0.1 a : 
Copper (as CuO) 1 m ¢ Potassium (as K,SO,) 5 mg. * Manganese 
(as MnO.) 1 mg. inc (as ZnO) 0.5 mg. © Magnesium (Meo) 
1 mg. ¢ Boron (as “Na;B,0;, 10H,0) 0.1 mg. Botties of 100, 1000. 








0.5 m 
Choline Bitartrate 25 mg. ¢ Inositol 25 mg. * Ascorbic Acid” ) 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York QQ 
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Anderson, T. McDowell, Coral Gables 
Bangasser, Edward M., Pompano Beach 
Beekman, Franklin, Pompano Beach 
Bradshaw, Virgil M., Tampa 

Cooper, Floyd C. III., Orlando 
Crowell, David L., North Miami Beach 
Curtin, Victor T., Miami 

Dominguez, Jose R., West Palm Beach 
Erickson, George M., Miami 

Fagan, Lewis, Miami 

Feinerman, Burton, Miami Beach 
Gargano, Fredie P., Miami 

Gibson, Clyde E., Bartow 

Gibson, Thomas A., Bartow 

Hillman, Charles C., Miami 

Holland, Charles P., Paim Beach 
Kaplan, A. N. Jr., Miami 

Kyler, Stephen L., West Palm Beach 
McCarthy, John A., Fort Lauderdale 
Nayfield, Ruth K., Winter Haven 
Norton, John A., Homestead 

O’Leary, Richard G., Winter Haven 
Pacheco, Ferdie, Miami 

Piergeorge, Andrew R., Miami 

Rowe, David L., Belle Glade 
Sarmiento, Augusto, Miami 
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Sciscent, Verdi I., Fort Lauderdale 
Slonim, Ralph J. Jr., Miami 
Swords, J. Kenneth, Coral Gables 
Weiss, Malcolm H., Miami Beach 
Zbar, Marcus J., Fort Lauderdale 





BIRTHS AND DEATHS 











Births 


Dr. and Mrs. Joseph Allison of North Miami Beach 
announce the birth of a son, James William, on March 
1, 1960. 

Dr. and Mrs. James J. Hutson of Miami announce 
the birth of a son, Mark Woodward, on March 5, 1960. 

Dr. and Mrs. Sam W. Denham of Jacksonville an- 
nounce the birth of a daughter, Anne Morris, on Febru- 
ary 27, 1960. 


Deaths — Members 
Collier, Miles A., Wauchulla............................ March 31, 1960 
Dawson, Stephen A., St. Petersbureg.......... April 29, 1960 
Girardin, Alphonse L. Jr., Fort Myers............ April 8, 1960 
Greenhouse, Jerome M., Hollywood................ April 4, 1960 
Gyland, Stephen P. Sr., Tamppa............... April 15, 1960 
McEuen, H. Bernard, Jacksonville................ April 15, 1960 


Deaths — Other Doctors 
Bigelow, Charles Tate, St. Petersburg.....March 9, 1960 


Brown, Marshall S. Jr., Sarasota............... March 20, 1960 
Eyster, John A. E., Fort Myers..... .......March 5, 1960 
McClure, Earl W., St. Petersburg............ January 18, 1960 
Verner, William W., Madeira Beach........January 11, 1960 
Olson, Carl T., St. Petersburg.......................April 1, 1960 





COMBINED 


MEDICAL-ELECTRONIC 


RESEARCH UNITS 


Now ready for market following thorough clin- 
ical testing. For rehabilitation of face and 
small muscle groups, post surgical, accidents, 
palsies and metabolic changes with age, proven 
value of the newly developed Model Y-4 has 
been established. Likewise, the supreme value 





Activator Model Y-4 U. S. Model 108 


of Ultrasonic energy as a decongestant (well known) in painful and inflammatory conditions of 
facial and sinus areas, can now be accomplished by the specially designed U.S. Model 108. Both 
portable for physicians’ office or can be carried in his bag. Both represent a new contribution to 
all branches of medicine and surgery. Manufactured by renowned Zeigler Electronics Company. 


MEDICAL PRODUCTS COMPANY, INC., 


Distributors for Florida 
P. O. Box 34-27 Coral Gables, Florida 
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in topical#™ anesthesia 
New4% Xylocaine HCl applied topically 
to the larynx, pharynx, and trachea, gives 
fast, intense and profound anesthesia for 
endoscopic procedures. Whenever effec- 
tive anesthesia of the mucosa of the eye, 
ear, nose and throat is required, topical 
Xylocaine HCl 4% offers all these ad- 
vantages = fast anesthetic action = intense 
depth of anesthesia—not just surface anal- 
gesia = effectiveness in small volumes— 
average 4cc.= patients experience no pain 
= relatively nonirritating and nonsensi- 
tizing = side effects are extremely rare. In 
ophthalmology, Xylocaine HCl 4% used 
both topically and by retrobulbar injec- 
tion, provides fast, deep, and enduring 
anesthesia for a wide variety of major as 
well as minor surgical techniques. ®:*32."° 


Administration and Dos sag e: For topical anesthesia, tions, cauterization of corneal ulcers, and other surgical 
Xylocai ine HCl 4% may ~9 applied as a spray or with and di iagnostic procedures, 2 to 3 drops of Xylocai a 
cotton applicators or packs, and by instillation into a HCl 4% will usually produce adequate anesthesi 
cavity. The suggested volume ranges, for adults, How Suppli ed: Ser Transtracheal and Retrobulbar ~ 
from one to five cc. (40-200 mg.). For children, Oe: on and Topical Application—Sterile aqueous solu- 


debilitated and aged patients, dosages should tion dispensed in 5 cc. color-break ampules, packed 10 


ampules to a carton. For Topical Use Only—Aqueous 
solution in 50 cc. screw cap bottles, individually cartoned. 


proportionately reduced. Prior to removal of foreign 
bodies from the eye, examination of corneal lacera- 


"U.S. Patent No. 2,441,498 Made in U.S.A Astra Pharmaceutical Products, Inc., Worcester 6, Mass. 
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WANTED: General Practitioner and Pediatrician 
group practice with present doctors. Unusual op- 
tunity in the fastest growing area of West Coast 
rida midway on a main street between St. Peters- 
g and Clearwater. Inquire: Midway Medical 


nter, 10700 Seminole Blvd., Largo, Fla., Phone Juni- 
4-7215. 


RADIOLOGIST: Board certified in diagnosis and 
herapy with AEC licensure for isotopes, seeks Florida 
ation. Have Florida license. Prefer hospital practice 
partnership arrangement. Write 69-365, P. O. Box 
‘11, Jacksonville, Fla. 


IsaQrmo > 





Noes 





WANTED: Internist, Board qualified or Board 
certified, to be associated with two Internists in 
group. Minimum guaranteed salary of $12,000, plus 
percentage, for the first year, with eventual full part- 
nership. Office located on east coast, between Palm 
Beach and Miami. Write 69-379, P. O. Box 2411, Jack- 
sonville, Fla. 


MEDICAL BUILDING—FORT LAUDERDALE— 
newly completed—successful—67% rented. Located on 
one of Ft. Lauderdale’s major traffic arteries. Has 
definite need for General Practitioner, Internist, Sur- 
geon, Dermatologist. For information and literature, 
call or write RoMark Bldg., 3521 West Broward Blvd. 
Reverse charges accepted. Phone LU 1-0900. 


MEDICAL SUITE AVAILABLE. July 1 in St. 
Nicholas Medical Center, 3127 Atlantic Blvd., Jack- 
sonville. Completely balanced occupancy for medical 
and dental professions. All utilities furnished including 
background music: Air-conditioned. Off street parking. 
Can be leased for $190.90 per mo. Call or write Mr. 
W. G. Allen Jr., 3102 Atlantic Blvd., Jacksonville. 
EX 8-5500. 
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OBITUARIES 


Morris James Alexander 


Dr. Morris James Alexander of Punta Gorda 
died at Charlotte Hospital in that city on Oct. 
28, 1959. He had been in failing health since 
1955 when he retired from practice. He was 69 
years of age. 


A native of Mississippi, Dr. Alexander was 
born at Austin. He received his preparatory 
schooling at Castle Heights School in Lebanon, 
Tenn., and his academic and early medical train- 
ing at the University of Mississippi, where he 
was graduated in 1913. He then attended the 
Tulane University School of Medicine and was 
awarded the degree of Doctor of Medicine by that 
institution in 1915. He was a member of the Phi 
Kappa Psi social fraternity and Phi Rho Sigma 
medical fraternity. 

Upon graduation, Dr. Alexander entered the 
general practice of medicine in Tunica, Miss., in 
association with his father, Dr. Morris J. Alex- 

(Continued on page 96) 





NEW Design... Appearance... Versatility 





Phone 5-4362 
9th St. & 6th Ave, S. 





Burdick EK-III Dual-Speed 
Electrocardiograph 


The all-new Dual-Speed EK-III sets a new stand- 
ard in high fidelity electrocardiography for record- 
ing the fine details of rapid small deflections. 
With its sensitive recording system the dual-speed 
paper drive with 50 mm. per second speed to en- 
large the horizontal dimensions of heart complexes 
becomes highly important. Switch from standard 
25 mm. to 50 mm. and back again with no transi- 
tional lag. 


Special Features: 

Simplified top-loading paper drive, single 4-position 
Amplifier/Record switch, convenient ground indica- 
tor, all-new single-tube stylus, jacks for cardioscope 
and D.C. Input connections, rapid lead selection, 
standard 50 mm. records, modern, clean design. 
Without sacrificing quality or utility, the EK-III 
unit is compact and weighs only 22% pounds. 
Call or write us for full details; and if you wish 
we will be glad to demonstrate the EK-III in 
your office. 


Cinderson Surgieal Supply Co. 


ESTABLISHED 1916 


Phone Ringling 6-0253 
1934 Hillview St. 
St, Petersburg Sarasota 


Phone 2-8504 Phone FRanklin 6-8422 
Morgan at Platt 729 S.W. 4th Ave. 
Tampa Gainesville 
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The choice of confidence... 

















diagnostic x-ray equipment 
planned for private practice! 


Few who purchase x-ray equipment have 
time to thoroughly test the quality of mate- 
rials, workmanship and technical perform- 
ance offered by all the makes of x-ray units. 
And happily this is not necessary. 

The manufacturer’s reputation is worth 
more than anything else to you in choosing 
x-ray equipment, one of the most complex 
professional investments you will ever face. 

General Electric has created “just what 
the doctor ordered” in the 200-ma Patrician, 
in terms of both reasonable cost and onerat- 
ing qualities. Here diagnostic x-ray is ideally 


DIRECT FACTORY BRANCHES 


JACKSONVILLE 
210 W. 8th St. @ ELgin 4-3188 
MIAMI 
704 S.W. 27th Ave. © Highland 3-1719 
TAMPA 
1009 W. Platt St. @ Phone 8-3757 


tailored to private practice. Patrician pro- 
vides everything you need for radiography 
and fluoroscopy — and with consistent end 
results, since precise radiographic calibration 
is as much a part of the Patrician combina- 
tion as it is of our most elaborate installa- 
tions. For complete details contact your G-E 
x-ray representative listed below. 


Progress Is Our Most Important Product 


GENERAL @@ ELECTRIC 


RESIDENT REPRESENTATIVE 


MONTGOMERY 
A. C. MARTIN 
3045 Sumter Ave. © AMherst 4-7616 
TALLAHASSEE 
E. Y. ADAMS 
402 Chestnut Dr, @ Phone 4-4345 
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when that early Monday morning telephone 


call is from a weekend do-it-yourselfer 


“..and this morning, Doctor, my back 
is so stiff and sore I can hardly move.” 


now...there is a way to prompt, dependable 
relief of back distress 


the pain goes while the muscle relaxes 


POTENT — rapid relief in acute conditions 
SAFE — for prolonged use in chronic conditions 
notable safety —extremely low toxicity; no known 


contraindications; side effects are rare; 
drowsiness may occur, usually at higher dosages 


rapid action, sustained effect —starts to act 
quickly, relief lasts up to 6 hours 


easy to use —usual adult dosage is one 350 mg. 
tablet 3 times daily and at bedtime 


supplied —as 350 mg., white, coated tablets, 
bottles of 50; also available for pediatric use: 
250 mg., orange capsules, bottles of 50 


® 
WW) WALLACE LABORATORIES, New Brunswick, New Jersey 


(CARISOPRODOL WALLACE) 
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(Continued from page 79) 

ander Sr., a former president of the Mississippi 
State Board of Health. After serving as a first 
lieutenant in the Army Medical Corps in World 
War I, he resumed his practice in Tunica for 
several years. From 1923 to 1933 he practiced 
in the coal mine district of Boone County, West 
Virginia. He then located in Florida, practicing 
first in Zolfo Springs. In 1935 he entered the 
general practice of medicine in Punta Gorda and 
continued in active practice there until November 
1955. 

Locally, Dr. Alexander was a member of the 
First Presbyterian Church, a past president of 
the Punta Gorda Kiwanis Club, one of the found- 
ers of Charlotte Hospital and a past president of 
the Charlotte Hospital Association, and a past 
commander of the D. N. McQueen American 
Legion Post. He had served as the first com- 
mander of the American Legion Post in Tunica 
after World War I. During World War II he was 
chairman of the Charlotte County selective service 
board. 

In Mississippi and West Virginia Dr. Alex- 
ander was affiliated with his county and state 
medical societies. In Florida he was a member 
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of Lee-Charlotte-Hendry County Medical Society 
and for 24 years had held membership in the 
Florida Medical Association. He was also a mem- 
ber of the American Medical Association and the 
Southern Medical Association. 

Dr. Alexander is survived by his widow, Mrs. 
Maye Alexander, of Punta Gorda; a daughter, 
Mrs. D. D. Wasserman, of Great Falls, Mont.; 
and a grandson, Joe L. Thames, of Carrollton, 
Ga. 


John Alexander Coleman 


Dr. John Alexander Coleman died in his sleep 
at his home in Plant City on Oct. 19, 1959. He 
had been in failing health since suffering a heart 
attack some years ago. He was 63 years of age. 

Born in Ohoope, Ga., on Aug. 30, 1896, Dr. 
Coleman in 1906 moved to Plant City with his 
parents, the late Mr. and Mrs. D. V. Coleman. 
In high school he was an outstanding athlete. He 
received his academic schooling at the University 
of Florida and his medical training at Tulane 
University School of Medicine. 

Dr. Coleman returned to Plant City in 1925 
to engage in the general practice of medicine and 





The distinctive PREMIERE suite 











By Hlamilton 


Smartly styled and finished entirely in lifetime 
materials. Wood-grained Formica in gray or 
cream, satin-finish stainless steel and bright 
chrome create a contemporary, fully Profes- 
sional atmosphere—and the Premiere will keep 
its dignified look for a lifetime. Five essential 
pieces in the suite; table, instrument cabinet, 
treatment cabinet, waste receptacle and stool. 
The table is extra large and has a new contour 
upholstered top to give patients more comfort 


and security. Other innovations on the table include adjustable chrome legs for leveling ot 
raising the table. The usual features of Hide-A-Roll, treatment basin and pull-out step are included. 


SURGICAL SUPPLY COMPANY 


1050 W. Adams St. 
T. B. SLADE, JR. 


P. O. Box 2580 


Jacksonville, Fla. 
J. BEATTY WILLIAMS 
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Diagnostic 


Quandaries 
Gall Bladder Disease? 


Colitis? 








Chronic Appendicitis? 


Rheumatoid Arthritis? 


overlooked in solving diag- 
nostic quandaries is amebiasis. 
¥ts symptoms are varied and 
eontradictory, and diagnosis is extremely 
difficult. In one study, 56% of the cases 
would have been overlooked if the routine 
three stool specimens had been relied on.! 


Another study found 96% of a group 
of 150 patients with rheumatoid arthritis 
were infected by E. histolytica. In 15 of 
these subjects, nine stool specimens were 
required to establish the diagnosis.” 


Webster discovered amebic infection in 
147 cases with prior diagnoses of spastic 
colon, psychoneurosis, gall bladder dis- 
ease, nervous indigestion, chronic appen- 
dicitis, and other diseases. Duration of 
symptoms varied from one week to over 
30 years. In some cases, it took as many 
as six stool specimens to establish the 
diagnosis of amebiasis.’ 


Now treatment with Glarubin provides 
a means of differential diagnosis in sus- 
pected cases of amebiasis. Glarubin, a 
crystalline glycoside obtained from the 
fruit of Simarouba glauca, is a safe, effec- 
tive amebicide. It contains no arsenic, 
bismuth, or iodine. Its virtual freedom 
from toxicity makes it practical to treat 


L DISEASE that is frequently 


Regional Enteritis? 


suspected cases without undertaking dif- 
ficult, and frequently undependable, stool 
analyses. Marked improvement following 
administration of Glarubin indicates path- 
ologically significant amebic infection. 


Glarubin is administered orally in tablet 
form and does not require strict medical 
supervision or hospitalization. Extensive 
clinical trials prove it highly effective in 
intestinal amebiasis. 


Glarubin’* 


TABLETS 
specific for intestinal amebiasis 


Supplied in bottles of 40 tablets, each 
tablet containing 50 mg. of glaucarubin. 


Write for descriptive literature, bibli- 
ography, and dosage schedules. 

1. Cook, J.E., Briggs, G.W., and Hindley, F.W.: Chronic Ame- 
biasis and the Need for a Diagnostic Profile, Am. Pract. and Dig. 
of Treat. 6:1821 (Dec., 1955). 


2. Rinehart, R.E., and Marcus, H.: Incidence of Amebiasis in 
Healthy Individuals, Clinic Patients and Those with Rheumatoid 
Arthritis, Northwest Med., 54:708 (July, 1955). 


3. Webster, B.H.: Amebiasis, a Disease of Multiple Manifesta- 
tions, Am. Pract. and Dig. of Treat. 9:897 (June, 1958). 


*U.S. Pat. No. 2,864,745 


THE S.E. F\QJASSENGILL COMPANY 


BRISTOL, TENNESSEE 
NEW YORK KANSAS CITY ° SAN FRANCISCO 
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was associated with the late Dr. J. C. Knight. 
Since that time he had served as family physician 
for many residents of the Plant City area. An 
outstanding citizen, he gave unstintingly of him- 
self and his time to many civic activities through 
the years. He served as a member of the board 
of county school trustees for seven years and as 
chairman for two years. He then was a member 
of the county school board until he resigned be- 
cause of ill health. Since 1929 he had been a 
surgeon for the Seaboard Air Line Railway. He 
helped organize and was president of the Plant 
City Music Association and also assisted in organ- 
izing the Elks Lodge and the Dads Club of Plant 
City. For 25 years he was the official physician 
for the Plant City Planters and helped secure 
Courier Field for the Plant City High School. He 
was a member of the First Baptist Church. In 
1956 he was selected as Plant City’s most out- 
standing citizen by the Junior Chamber of Com- 
merce. 

Dr. Coleman was a member of the Hillsbor- 
ough County Medical Association and had held 
membership in the Florida Medical Association 
for more than a quarter of a century. He was 
also a member of the American Medical Associa- 
tion. 
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His widow, Mrs. Mary Dabney Coleman of 
Plant City, met accidental death some three weeks 
later. Other survivors include a daughter, Mrs. 
Elton Forehand Jr., of Edenton, N. C.; a son, 
John A. Coleman Jr., a senior at Tulane Univer- 
sity School of Medicine in New Orleans; three sis- 
ters, Mrs. Bettie C. Cassels, of Plant City, Mrs. 
Paul D. Barns, of Miami, and Mrs. Robert T. 
Carleton, of Orlando; a brother, Arthur W. Cole- 
man, of Plant City; and two grandchildren. 
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Textbook of Pediatrics. Edited by Waldo E. 
Nelson, M.D., D.Sc. Ed. 7. Pp. 1462. Illus. 428. Price, 
$16.50. Philadelphia, W. B. Saunders Company, 1959. 


This new seventh edition of Nelson’s Pediatrics is a 
complete clinical guide to care of both the well and the 
sick child. Dr. Nelson and 80 other eminent contributors 
have in this comprehensive text on infant and child care 
provided an effective answer to each of the child manage- 
ment problems that the pediatrician or the general 
practitioner may encounter. All of the many childhood 
diseases are explicitly described—from etiology through 
epidemiology, pathogenesis, immunity, clinical manifesta- 
tions, diagnosis, prognosis, prevention and _ treatment. 
Valuable advice is included on a myriad of associated 
problems in pediatric management, such as prenatal 
disturbances, neurotic traits, feeding difficulties, care of 


(Continued on page 106) 
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(brand of hydroxyzine) 
Special Advantages 


-- atl “ rc 
© IN CHILDRE: re 
Ss eel 


unusually safe; tasty syrup, 
10 mg. tablet 


ATARAX 


> or record of effectiveness—over 200 labora- 


Supportive Clinical Observation 


“... Atarax appeared to reduce anxiety 
and restlessness, improve sleep pat- 
terns and make the child more amen- 
able to the development of new pat- 
terns of behavior....’’ Freedman, A. 
M.: Pediat. Clin. North America 5:573 
(Aug.) 1958. 


tory and clinical papers from 14 countries. 

Widest latitude of safety and flexibility—no serious 
adverse clinical reaction ever documented. 
Chemically distinct among tranquilizers—not a pheno- 
thiazine or a meprobamate. 

Added frontiers of usefulness—antihistaminic; mildly 
antiarrhythmic; does not stimulate gastric secretion. 


--eand for additional evidence 


Bayart, J.: Acta a belg. 
10:164, 1956. Ayd, F. J., Jr.: Cal- 
ifornia Med. 87:75 inure) 1957. 
Nathan, L. A., and Andelman, 

Bs inois M. J. 112:171 (bct) 








well tolerated by debilitated 
patients 


“.. seems to be the agent of choice 
in patients suffering from removal dis- 
orientation, confusion, conversion hys- 
teria and other psychoneurotic condi- 
= occurring in old age.” Smigel, 
J. et al.: J. Am. Geriatrics Soc. 
7: él "Uan.) 1959. 


Settel, E.: Am. Pract. & Digest 
Treat. 8:1584 (Oct.) 1957. Negri, 
.: Minerva med. 48:607 (Feb. 
21) 1957. Shalowitz, M.: Geri- 
atrics 11:312 (July) 1956. 








useful adjunctive therapy for 
asthma and dermatosis; par- 
ticularly effective in urticaria 


“All [asthmatic] patients reported 
greater calmness and were able to 
rest and sleep better...and led a 
more normal life....In chronic and 
acute urticaria, however, hydroxyzine 
was effective as the sole medica- 
ment.” Santos, |. M., and Unger, L.: 
Presented at 14th Annual Congress, 
American College of Allergists, Atian- 
tic City, New Jersey, April 23-25, 1958. 


Eisenberg, B. C.: J.A.M.A. 169: es 
(an. 3) 1959. rey Rs eta 
Presse méd. 64:2239) ( _ 26) 
1956. Robinson, H 

South. M. J. 50: 182 jock’) “i907, 
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“|. especially well-suited for ambula- 
tory neurotics who must work, oe 
a car, or operate machinery.” Ay d, 

J., Jr.: New York J. Med. 57: 1742. thay 
15) 1957. © 
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Garber, R. C., Jr.: J. Florida M. 
A. 45:549 (Nov.) 1958. Menger, 
H. C.: New York J. Med. 58:1684° 
(May 15) 1958. Farah, L.: Inter- 
_. Rec. Med. 169:379 (June) 


SUPPLIED: Tablets, 10 mg., 25 
mg., 100 mg.; bottles of 100. 
Syrup (10 mg. per tsp.), pint 
bottles. Parenteral Solution: 25 
mg./cc. in 10 cc. multiple-dose 
vials; 50 mg./cc. in 2 cc. am- 
pules. 
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the well child, normal and abnormal growth and d- 
velopment, and adolescent counseling. There are comy letc- 
ly rewritten chapters in the sections on Clinical Appr aisal 
of Infants and Children, Parenteral Fluid Therapy, 
Prenatal Factors in Disease, The Newborn Infant, 
Rickettsial Diseases, Mycotic Infections, Convulsive Dis- 
orders, and Orthopedic Pediatrics. Entirely new material 
is included in Tropical Eosinophilia, Kala-azar, Pulmonary 
Ventilation, Mesenchymal Diseases, Behavior Problems 
Associated with Organic Brain Damage, and The Child 
with a Handicap. Some 115 new illustrations have been 
added, and many valuable tables give help on differential 
diagnosis, drug selection, infant feeding schedules, clinical 
manifestations, and other subjects. 


Hearing. A Handbook for Laymen. By Norton Can- 
field, M.D. Pp. 214. Price, $3.50. Garden City, N. Y., 
Doubleday & Company, Inc., 1959. 

This first volume in the new Layman’s Handbook 
Series on disease and abnormal health conditions is an 
authoritative, sympathetic book offering new hope to the 
nearly 17 million Americans suffering from some form 
of impaired hearing. The distinguished author, who is 
Associate Clinical Professor of Otolaryngology at Yale 
University School of Medicine and President of the 
Audiology Foundation, has made this book more than a 
hinle for the hard-of-hearing for it has a message also to 
doctors, nurses, teachers, iathers and mothers, employers, 
in fact, everyone who is directly or indirectly affected by 
a hearing handicap. The first of its kind, the book takes 
up, in nontechnical, easily understandable language, every 
aspect of impaired hearing—its causes, types, and treat- 
ment, as well as the psychologic and economic aspects of 
this important problem. 





Votum_E XLVII 
NuMBER 1 


Childbearing Before and After Thirty-Five. 
By Adrien Bleyer, M.D. Pp. 119. Price, $2.95. New York, 
Vantage Press, 1958. 


In this statistical study of the favored—and the less 
favored—years for human procreation, the author, a 
specialist in clinical pediatrics, sees a trend which has led 
him to conclude that the best years for maternity are 
those from 18 to 30. He arrived at his conclusions as a 
result of extensive study of the relationship of defective- 
ness in the child to the age of the mother at the time of 
his birth. He contends that the chance that a mother 
under 30 will bear a defective child is relatively small, 
but that in women over 30 the percentage of defective 
children rapidly increases as the mother grows older. 
While his basic data have primary reference to incidence 
of Mongoloid imbeciles and dwarfs, he also deals with 
prematurity, miscarriage, stillbirth, neonatal death, twins, 
and oversize babies in relation to maternal age, and the 
effects on prospective mothers of high blood pressure, 
diabetes, and fibroid tumors. 


That the Patient May Know. An Atlas for Use 
by the Physician in Explaining to the Patient. By Harry 
F. Dowling, M.D., Sc.D., and Tom Jones, B.F.A., assisted 
by Virginia Samter. Pp. 139. Price, $7.50. Philadelphia, 
W. B. Saunders Company, 1959. 


This graphic atlas for explaining disease processes to 
the patient is an unusual and colorful book designed to 
save the physician time, effort and explanation. With the 
graphic pictures and diagrams at hand he is prepared to 
show the patient who does not understand. The sole 
purpose of the book is to help him explain disease 
processes more easily; it is not intended to be used by 
the patient alone, but always in conjunction with his 
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<lanation. There are nearly 100 illustrations on 34 
pi. tes, most of them in color. Some show how a lesion 
locks or how a disease occurs. Others show anatomic 
re :tionships or what the doctor hopes to accomplish 
w.h a particular regimen. Examples of the various 
pictures and diagrams are: diabetic and weight reduction 
dicts, how to administer insulin, x-ray of normal chest, 
he:rt chamber and valves, Rh factor, peptic ulcer, 
he.norrhoids, process of childbirth, mechanism of migraine, 
sei’ examination of the breast, and many more. The 
suvjects are arranged in Jogical order according to organ 
sy:tems, and a unique index tells how the various pictures 
may be used for explanaticn in different situations. The 
authors are both associated with the University of Illinois, 
Dr. Dowling as Professor of Medicine, and Dr. Jones as 
Professor of Medical Illustrations Emeritus. 


@ 
A 


The Modern Family Health Guide. Edited by 
Morris Fishbein, M.D. Pp. 1001. Price, $7.50. Garden 
City, New York, Doubleday & Company, Inc., 1959. 


This new major home reference volume of authorita- 
tive medical advice and guidance by 27 noted doctors 
and specialists is presented in two parts. The first section 
is a comprehensive medical adviser consisting of 27 
articles on health and disease, infant and child care, 
heart trouble, cancer, respiratory ailments, mental and 
nervous disturbances, problems of the later years, diet, 
and other medical subjects of concern to every family. 
The second section is an encyclopedia of medical terms 
containing hundreds of simplified definitions of the 
technical words and scientific expressions doctors use, 
plus concise descriptions of common illnesses and ailments. 
Alphabetical and cross-referenced so that related subjects 
in both sections may be referred to at a moment’s notice, 
the book offers the layman valuable aid in understanding 
medical concepts and terminology. It enables the reader 
to be prepared in case of emergency, to be able to 
recognize danger signs before it is too late, and to know 
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what to do until the doctor arrives. Written by today’s 
leading medical authorities, the information and guidance 
presented are unavailable to the average person else- 
where. 


The Ciba Collection of Medical Illustrations, 
Volume 3, Digestive System, Part I, Upper Di- 
gestive Tract. Prepared by Frank H. Netter, M.D. Ed- 
ited by Ernst Oppenheimer, M.D. Pp. 206. Illus. 172. 
Price, $12.50. Commissioned and published by Ciba. 

Just published is Part I of Volume 3 of The Ciba 
Collection of Medical Illustrations, “Upper Digestive 
Tract.” When Ciba arranged with Dr. Netter to portray 
the major anatomy and pathology of all the systems 
comprising the human organism, it was planned to devote 
one volume of the Ciba Collection to each system. The 
interest shown in the digestive tract, however, was so 
great as to force an advance of the publication date by 
issuing the subject matter in three separate books. Part 
III, “Liver, Biliary Tract and Pancreas,” came out about 
two years ago. The current book, Part I, covers the diges- 
tive tract from mouth through duodenum, while the final 
Part II will include the small and large bowel, rectum and 
anus. The new bock contains 172 full-color plates with de- 
scriptive text by authorities in their fields both from this 
country and abroad. It is fully cross-referenced and 
features many bibliographic references for more detailed 
study. The material is arranged in seven sections: Anat- 
omy of the Mouth and Pharynx, 29 plates; Anatomy of 
the Esophagus, 13 plates; Anatomy of the Stomach and 
Duodenum, 17 plates; Functional and Diagnostic Aspects 
of the Upper Digestive Tract, 29 plates; Diseases of the 
Mouth and Pharynx, 33 plates; Diseases of the Esopha- 
gus, 19 plates; and Diseases of the Stomach and Duode- 
num, 32 plates. This important contribution to medical 
education is available at cost and may be procured from 
the Publications Department, CIBA Pharmaceutical Pro- 
ducts Inc., Summit, N. J. 





shock therapy. 


rection of qualified physicians and technicians. 


H. Craig Bell, M.D. 
Robert E. Bennett, M.D. 
Carl J. Hoffman, M.D. 


Robert S. Garber, M.D. 
William L. Long, M.D. 





FAIRMOUNT FARM 


6725 RIDGE AVENUE 
ROXBOROUGH, PHILADLEPHIA 28, PA. 
IVyridge 3-0735 


@ All modern facilities for the treatment of nervous and mental patients . . . 


@ Fairmount Farm is situated on thirty-five acres of land adjacent to Fairmount Park and is convenient to 
transportation. Twelve cottages permit proper placement of the individual patient. 


@ A clinical laboratory, including facilities for electrocardiography and electroencephalography, under di- 


BOARD OF DIRECTORS 
William W. Wilson, M.D., President and Medical Director 
Frederic H. Leavitt, M.D., Vice-President 
Harvey Bartle, Jr.. M.D., Secretary-Treasurer 
Baldwin L. Keyes, M.D. 
Paul J. Poinsard, M.D. 
E. Lee Porter, M.D. 


Associated Physicians 
LeRoy M. A. Maeder, M.D. 


including insulin and electro- 


a 


Charles Rupp, M.D. 
Nathan S. Schlezinger, M.D. 
J. B. Spradley, M.D. 


Gabriel Schwarz, M.D. 
N. W. Winkelman, Jr., M.D. 
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TUCKER HOSPITAL, INC. 


212 West Franklin Street 


RICHMOND, VIRGINIA 


A private hospital for diagnosis and treatment of psychiatric and neurological 


patients. Hospital and out-patient services. 


(Organic diseases of the nervous system, psychoneuroses, psychosomatic disorders, 
mood disturbances, social adjustment problems, involutional reactions and selective 


psychotic and alcoholic problems.) 














Dr. JAMES ASA SHIELD Dr. WEIR M. TUCKER 
Dr. GeorGE S. FULTZ, Jr. Dr. AMELIA G. Woop 




















HILL CREST SANITARIUM 


Established in 1925 


FOR NERVOUS AND MENTAL DISEASES 
AND ADDICTION PROBLEMS 





Out-Patient Clinic and Offices 


James A. Becton, M.D. James Keen Ward, M.D. 
P. O. Box 2896, Woodlawn Station, Birmingham 6, Ala. Phone WO 1-1151 and WO 1-1152 
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Fred H. Albee Jr., Daytona Beach 
William C. Blake, Tampa................ 
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T. Bert Fletcher Jr., Tallahassee.... 
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Gainesville, Nov. 5, ’60 
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” ” ” ” ” 


Miami, Nov. 30-Dec. 2, ’60 


St. Petersburg, Oct. 25-28, ’60 
W. Palm Beach, May ’61 
Miami Beach, Oct. 13-15, ’60 
Jacksonville, April ’61 


Miami Beach, May 25-28, ’61 
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Orlando, Nov. 16-18, 60 

Ta eae he 2 
Memphis, April 19-21, ’61 


CENTER 


P. L. DopGe, M.D. 
Medical Director and President 


1861 N.W. South River Drive 
Phones 2-0243 — 9-1448 


A private institution for the treatment of ner- 
vous and mental disorders and the problems of 
drug addiction and alcoholic habituation. Mod- 
ern diagnostic and treatment procedures—Pscho- 

Electroshock, Hydrotherap 
Diathermy and Physiotherapy when indicated. 
Adequate facilities for recreation and out-door 
activities. Cruising and fishing trips on hospital 


Information on request 
Member American Hospita 


Association 
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A MODERN HOSPITAL FOR INTENSIVE PSYCHIATRIC TREATMENT 


Owned and Operated by The Anclote Manor Foundation—A Non-Profit Organization 
SAMUEL G. HIBBS, M.D. — PRESIDENT 
Dynamically Oriented For: Individual Psychotherapy, Group Psycho- 
therapy, Therapeutic Community, All Somatic Therapies « Large Staff 
Trained for Team Approach ¢ Supervised Recreational Program 


Medical Director Consultants in Psychiatry 
Lorant Forizs, M.D. Samuel G. Hibbs, M.D. Arturo Gonzalez, M.D. 
Clinical Director Samuel Warson, M.D. Roger E. Phillips, M.D. 
Walter H. Wellborn, Jr., M.D. Zack Russ, M.D. Melvin Gardner, M.D. 
Director of Training Walter Bailey, M.D. Martha McDonald, M.D. 
Peter J. Spoto, M.D. Robert Steele, M.D. 


TARPON SPRINGS, FLORIDA - VICTOR 2-1811 


Member National Assn. of Private Psychiatric Hospitals, American Hospital Assn., Florida Hospital Assn. 
Approved by American Psychiatric Assn., Accredited by Joint Commission on Accreditation of Hospitals 














HIGHLAND HOSPITAL, INC. 


FOUNDED IN 1904 
ASHEVILLE, NORTH CAROLINA 
Affiliated with Duke University 





A non-profit psychiatric institution, offering modern diagnostic and treatment procedures—insulin, electroshock, 
psychotherapy, occupational and recreational therapy—for nervous and mental disorders. 


The Hospital is located in a 75-acre park, amid the scenic beauties of the Smoky Mountain Range of Western 
North Carolina, affording exceptional opportunity for physical and emotional rehabilitation. 


The OUT-PATIENT CLINIC offers diagnostic services and therapeutic treatment for selected cases desiring 
non-resident care. 


R. CHARMAN CARROLL, M.D. Rosert L. Cratc, M.D. Joun D. Patton, M.D. 
Medical Director Associate Medical Director Clinical Director 
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MADISON R. POPE, M.D., Alternate Plant City 
(Terms expire Dec. 31, 1962) 

MEREDITH MALLORY, M.D., Orlando 
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Health Officers 
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Industrial and Railway Surgeons 
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T. BERT FLETCHER JR., M.D Tallah 
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Orthopedic 
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Pathology 

JOHN B. MIALE, M.D Miami 
Pediatrics 

HARRY M. EDWARDS, M.D Ocala 
Plastic Surgery 

JOSEPH E. O’MALLEY, M.D Orlando 
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Psychiatry 

SAMUEL G. HIBBS, M.D Tampa 
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JOHN D. MILTON, M.D Miami 





LEGAL COUNSEL 
MARKS, GRAY, YATES, CONROY & GIBBS........... Jacksonville 


CERTIFIED PUBLIC ACCOUNTANTS 
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